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HOSPITAL SUNDAY 


February 12th, 1950 


For a number of years the second Sunday in February has been 
widely obseryed as Hospital Sunday, and once again we issue a Call 
to Prayer for that day. We suggest that it should be observed as a 
day of thanksgiving, of witness, and of dedication: of thanksgiving, 
as we recall the great things God has wrought, and the hour of 
opportunity in which we live; of witness, as we remind the whole 
Church of the place of the Ministry of Healing in the proclamation 
of the Gospel of Jesus Christ; of dedication as we give ourselves 
again, and invite others to give themselves, to the service of God in 
serving His children. ; 

We ask that the special offerings on this day should again be 
given to the Oliver Fund. This fund was established on the retire- 
ment of Dr, B. C, Oliver, and is now a fitting memorial to one who 
was for so many years the devoted Secretary of the C.M.A.I. Its 
object is to provide Scholarships for Christian medical students. A 
sum of at least Rs. 15,000 is aimed at; the total at present is about 
Rs. 8,500. All gifts, whether great or small, will be most gratefully 
received, 

Amounts received should be sent without delay to Dr. E. W. 
Wilder, Treasurer, C.M.A., Nelson Square, Nagpur, C.P. 


Suggestions for the Observance of a Prayer 
Service on Hospital Sunday 
1. The most careful and detailed preparation should be made, 
so that God’s blessing may not be hindered by any carelessness or 
sloth of ours. 


2. Among suitable hymns are the following, to be found in 
most h: Is. In most Indian languages there are translations of 
some of these hymns, and there are also appropriate Indian lyrics. 





will is life and good.’ 
* Thine arm, 0 Lord, in days of old.’ 
*O Love Divine, that stooped to share.’ 
*Thou to whom the sick and dying.’ 
*O Master, let nae walk with Thee.’ 
*O Thou, before: whose presence.’ 
*God is working His bose out as year succeeds to year.’ 
*O Son of God, our tain of salvation.’ 
*O brother man, fold to thy heart thy brother.’ 
*O God of mercy, God of might.’ 
. *Take my life and let it be.” 


3. Among suitable passages of Scripture are the following. It is 

that doctors or nurses should read the lessons, and receive 
the offerings. 

Isaiah 35: 1 to end. 

Ecclesiasticus 38: 1-14. 

Mathew 25: 31-46, 

Luke 10: 25-37. 

Acts 3: 1-16. 

I Corinthians 13. 


4. If possible there should be a special speaker, and the address 
should emphasise the fact that the ministry of healing is a direct 
concern of all Christians, for which all must share responsibility, 


5. The following order of Service is suggested, It should be 
adapted where necessary to suit local conditions. 


Hymn 

While the people stand the Minister shall say: 

Beloved, we are come together to this service in order to praise 
God for all His gifts of health and of healing, to thank Him bee all 
those His servants who in this and many lands are bringing these 
His gifts to the many who are in sickness and in pain, and to ask 
Him to bless their work in hospitals, dispensaries and in the homes 
of the people, and to learn of Him what He would have us do. 

We have also come to thank Him for those who are preventing 
sickness and disease by teaching the people the laws of health and to 
ask Him to prosper their work; and we have come to thank Him, 
above all, for having sent into this world of pain and suffering, of 
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sin, His only Son our Lord Jesus Chriet, the Healer 
y and the soul, and to pray that all the sick in soul 
led to Him’ for healing, hee’ oll the heh fa 

or ane life ot Sale dn of seal, and that 

reserved in health and holiness by the indwelling 

Love and of joy. 

Theebis tir ce ipont te clei adh ealochint ins ada of 
God our Healer with us now. 

Remember the presence of God the Holy Spirit, the Life-giver, 
active in all the healing wers of nature, the Giver of all the wisdom 
through which men heal, the Inspirer of faith through which diseases 
of the spirit and of the body are overcome, 


SILENCE 


Lzaper: We adore Thee. O Holy Spirit, the Life giver. 
Prorte: We adore Thee, O Holy Spirit, the Life giver. 


Remember the presence of Jesus Christ, our God and Saviour, 
who bore our sickness and carried our diseases, who bore our sins in 
His own body on the Cross, who is touched with the feeling of our 
infirmities and who saith unto us, ‘Wilt thou be made whole?’ and 
* According to thy faith be it unto thee,’ 


SILENCE 
Pe ius We adore Thee, Lord Jesus, Healer of the body and 
soul. 

Porte: We adore Thee, Lord Jesus, Healer of the body and the 
soul. 

Remember the ane of God our Heavenly Father, in whom 
is no darkness at all, from whom cometh every good gift ‘and every 
perfect boon and who desireth for all His children fone of joy and 
pleasure for evermore. 


— 


SILENCE 


Lesper: We adore Thee, O Heavenly Father, Giver of all. 
Psorte: We adore Thee, O Heavenly Father, Grover of all. 


CONFESSION 


O God, our Father, we are natty Sy for the manifold sins 
which we have committed against Thy 
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For gtieving Thee by allowing the disease of sir. to remain in our 


Sweat {debe ete tag the ‘ nesith, 
or grieving Thee by breaking Th laws ealth, and so allowing 
sickness to enter our bodies. é 

O Lord hiwe mercy upon us. 

For grieving Thee by not turning to Thee in faith as our Healer, 

O Lord have mercy upon us. 

For grieving Thee by not having compassion on the sinful, the 
sick, the ignorant and the poor. 

O Lord have mercy upon us. 

For grieving Thee by not lifting up Christ as the Healer in the 
sight of all men. 

O Lord have mercy upon us. 

Forgive us all these our sins, O Heavenly Father, for the sake of 
Jesus Christ our Lord, and grant that we may ever hereafter serve 
and please Thee in newness of life, to the honour and glory of Thy 
name, through Jesus Christ, our Lord. Amen. 


HYMN 
Scripture Reapinc 

Prayers of T: luing and petition. 

Let us thank G 

For Thy manifold ‘gifts of healing for the body and the soul, 

Prorie: We thank Thee, O Lord. 

For calling many to be Thy fellow-workers as doctors, nurses and 
medical helpers, 

We thank Thee, O Lord. 

For bestowing from the riches of Thy wisdom ever new under- 
standing, whereby disease is discovered and prevented and cured, 

We thank Thee, O Lord. 

For the gifts from Thy children whereby many homes of 
healing, and many medical missions, have been established and are 
being supported, 

We thank Thee, O Lord. 

For the many who by these means have received healing of the 
body and of the soul, 

We thank Thee, O Lord. 


For the power of faith to heal the sick through prayer, anointing, 
and the laying on of hands, 





We thank Thee, O Lord. 
For the i cco earn. ee co-operation between those 
in these two ministries of healing, 
¢ thank Thee, O Lord. 

For Honouring the faith of Thy servants in bringing into being 
the Christian Medical College at Vellore, and for © progress 
that has been made there and elsewhere in Christian medical and 
nursing education, 

We thank Thee, O Lord. 

For the fellowship of Thy followers throughout the earth, 
many from many lands have been led to give their talents and 
lives to this service, and many more have been stirred to give of 
their time and substance that the ministry of healing may be carried 
on in this land, 

We thank Thee, O Lord. 


Let Us PRAY: 


For all the sick (especially for . . . and for all in . . . hospital) 
and for those lying in pain, and for those who are anxiously awaiting 
the issues of life or death, 

Lord, hear our prayer. 

For all who are filled with fear because of the presence of sick 
ness, or because of the apprehension of operation, that they may 
know Thee us their strength, and stay, (especially for . . . ) 

Lord, her our prayer. 

For those lying in long sickness and weariness, that they may 
find rest in Thee and that their minds may be turned from self to 
others (espevially for... ) 

Lord, hear our prayer. 

For the blind, the deaf, and the dumb, (especially for . . . ) and 
for all who are labouring for their education (especially for .. . ), 

Lord, hear our prayer. 

For those sufferers for whom the medical science of our day can 
do no more (especially for . . . ) and that Thou wilt reveal to us 
how Thy glory is to be manifest in these cases, 

Lord, hear our prayer. 

For the many suffering at this time in the wars that are raging 
throughout the world, and for all medical and other workers who are 
toiling for their relief (especially for . . . ), 

Lord hear our Prayer. 

For all who are suffering from mental and nervous diseases 





means; grant them 
prejudice, hope in discouragement 
ry, 


Lord, hear our Prayer. 

Tae Letigde: su technin dome cocetnen, to cee a 
spreading knowledge, by breaking down prejudice, by giving 
help in tine of rio by child-welfare work, or by any other means 

t — and sympathy, courage and perseverance 
es iy fOr. 6. oh 

Lord, hear our , 

For the chaplains and evangelists of our hospitals, and for all 
ministers, pastors and other visitors as they minister to the sick and 


dying, 
ga > Psa Prayer. 


For ourselves, that Thou wilt show us what we shall do for 
helping those who are sick among us, 
Lord, hear our Prayer. 


Let Us Pray 


now a | God, who art the only source of health and strength, 
the spirit of calm and the central peace of the universe, grant unto 
us Thy Children such a consciousness of Thy indwelling presence, 
as may give us utter confidence in Thee. In all pain and weariness 
and anxiety may we throw ourselves upon Thy besetting care, that 
knowing ourselves fenced about by Thy loving omnipotence, we 
may permit Thee to give us health and strength and peace, through 
Christ our Lord. Amen. 

Let us sum up all these our prayers in the words which Christ 
Himself has taught us, and say: 

Our Father . . . . for ever and ever. Amen. 





Hymn 
Apprzss 


PraYer OF DEDICATION 

2 iene bene Shae , who didst bid Thy 
Gospel and the sick, bless with Thy heavenly icti 
doctors and nurses, the hospital evangelists and sssistants, t 
workers, and visitors, and all others who minister in 
the sick and the suffering. Stretch forth Thy 
heal, to comfort and sustain, to defend and enli 
those to whom they minister. Give them 

Th 


may ee 
kingdom who with the Father and the Holy Ghost liveth and rei 
ever one God, world without end. Amen. 

O God our heavenly Father, who hast led and provided for us 
thus far, we know that Thou wilt not forsake us; we beseech Thee 


the way before us, and 
give ourselves wholly to Th obedience. 

And grant that the young men and women of Thy Church in 
this land may not be disobedient to the heavenly vision, but may 

y respond to Thy call, and serve Thee where and as Thou 
ilt, all the days of their life. Grant that in these days of new life 
and peng there may be many Christian youths and maidens 
who will give themselves to Thee for the service of our country with 
no thought of selfish gain, following in the steps of Him who said 
‘It is more blessed to give than to receive.’ 

Do Thou use such service for the healing of the nations, until 
our Land and the whole earth is filled with the knowledge of God, 
as the waters cover the sea . . . Through Jesus Christ our Lord, 


Hymn AND OrrERING 
BLESSING 
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CONTINENTAL LABORATORIES LTD 


101 GREAT RUSSELL STREET 
LONDON, W.C.1 








Picdiisimaes) Mpecialities 


® TAXOL 
Physiological treafment of constipation 


® URALYSOL 


Solvent and Eliminator of pathological 
uric acid 


® LACTOBYL 
The original bile salt preparation 


® CODOFORME BOTOL 


Codeine-bromoform anti-tussic in 
tablet form 


® CAROVIT 


Chlorophyll-beta carotene 
complex 





* 
FULL DETAILS 
ON REQUEST 


DISTRIBUTING AGENTS: 
—KEMP & CO., LTD., 
ELPHIN HOUSE, PARBHADEVI, CADELL RUAD, BOMBAY 28 

also branches at 
CALCUTTA - DELHI - NEW DELHI - MADRAS 
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Uilel in the treatinent 


OF GASTRO-INTESTINAL INFECTIONS 


“THALES 


PHTHALYLSULPHATHIAZOLE 


fealures 


@ Low absorption — absence of crystalluria 


@ Low dosage — absence of toxicity 





@ Prolonged action—high local 


concentration 


& Economical 
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Indicaleont 


Bacillary dysentery ¢ Colitis © Cholera 


Enteritis @ Secondary infections 


Supplies 


Containers of 25, 100 and 500 tablets. 


MAY & BAKER 


@ BAKER (INDIA) (Tro, aomeay @ CALCUTTA e@ MADRAS @ Lucknow 


eT 





HENAN so 


‘ The persistence or chreadworm infestation and 
The Non sechecoams dey aleeedasiananemet 

for humans so that, when necessary, 
may be prolonged or courses of treatment may 

inti 
thelm be repeated at frequent intervals. 

An Diphenan B.D.H. is virtually tree from 
soxic Properties, and it may be employed, 


Diphenan B.D.H. is a highly active 

axyuricide, but it is ineffective against the ova 

Details of dosage and other velevam of che parasite. It is essential, therefore, as 

: with other oxyuricides, to maintain the most 
informanon sm reques stringent precautions against reinfestation. 


BOTTLES OF 20 AND 100 TABLETS 








BDH 


‘Cha V ites —) group 


balanced for Intensive dosage with a single member of the vitamin B group may precipitate a defici- 

ency of some other member of the group. in the absence of specific indications, 

. therefore, it is generally advisable to prescribe a preparation in which the members 

effective of the vitamin B group are all present in the proportions in which they are normally 
required. 


dosage *VIBELAN * tablets provide an ideal means of administering this group of vitamins, 
They are indicated generally for the correction of states of lowered metabolism due 
to deficient diet or acute iliness and which are manifested as debitity, lecsteude, 
weakness, vague neuritic pains and undue s h and i 





Among the more specific indications is menorrhagia which has been shown, in some 
instances, to be due to vitamin B group deficiency with consequent impaired oestro- 
gen inactivation by the liver. ‘ VIBELAN ° is issued in bottles of 100 cables. 


‘VIBELAN’ vitamin B COMPOUND) 
THE BRITISH DRUG HOUSES LTD. LONDON 


Distributed in India by :— 


BRITISH DRUG HOUSES (INDIA) LTD. 
P.O. Bex 1341, BOMBAY ' P.O, Box 7882, CALCUTTA 16 
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MALGHAM 
‘SPOT-O-LITE’ Minor 
SHADOWFREE_ | 
LAMP 
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The Malgham Spot-O-Lite Shadowfree Lamp 
has a rotable reflector, very richly nickel-plated 
—18 inches in diameter—and telescopic 
stand with castors. 


Made and Sold by 


MALGHAM BROTHERS 
26, OLD CUSTOM HOUSE ROAD, FORT, BOMBAY 
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60 YEARS OF EXPERIENCE & SKILL 


POWELLS LIMITED 


LEADING MAKERS OF 
SURGICAL INSTRUMENTS, oe 
MEDICINAL SPECIALITIES § 

Wd \ rit PIP HHA Ht ~ i 
AND PHARMACEUTICAL i a ii bi 
PREPARATIONS we a kien” See 
POWELLS B.P. TINCTURES well-known for purity, strength 


and uniformity. 


Contractors to Government Medical Stores, Government, State, 
Mission and Private Hospitals all over India, Burma and Ceylon. 


Charges Competitive 


POWELLS LIMITED, sompay 4 




















~“ssm” SERVIC ! 


Surgeons’ cou nts ® 
INSTRUMENTS 


® is our pledge that in all our dealings with 
Hospital our clients—Hospitals, Surgeons, Physicians 
all over India—we shall continue to work 
EQUIPMENT earnestly to serve them better, give them always 
& better value, fill their orders accurately and 
Day-to-day as far as possible completely and always forward 
SUPPLIES them with the utmost speed wd the cheapest 
and quickest route, so that the right goods are 

® in their hands when needed . . . . 


RUBBER GOODS 
ENAMELWARE — 


ETC, 
TELEPHONE: 41936 BOMBAY SURGICAL CO. 


TELEGRAMS: “surRrGico” NEW CHARNI ROAD, BOMBAY—4 
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Pain therapy took a step forward 
with the recent introduction of 
*Heptalgin’, a compound evolved 
and synthesised in the Glaxo Re- 
search Laboratories. ‘Heptalgin' 
has an analgesic activity apprecia- 
bly greater than that of any of its 

redecessors in this field, yet it 

S$ a relatively much lower acute 
toxicity, Apart from mild drowsi- 
ness following full dosage, the 
substance is usually free from 
hypnotic efiects and the patient 
remains alert during treatment. 
With growing supplies, ‘Heptalgin’ 
will play an increasingly impor- 
tant part in the future of analgesia. 


Tablets (10 mg.): In bottles of 25 and 100 
Ampeoales (10 mg. in 1ce.): In boxes of 
Gxt, 








control pain 
reduce fever 
relieve insomnia 


Codopyrin Tablets, a combination 
of aspirin, phenacetin and codeine, 
afford one of the best practical 
examples of an analgesic and 
antipyretic, positive in action and 
free from unpleasant side-effects. 
Non-habit forming, Codopyrin 
Tablets provide an extremely 
efficient analgesic for, general use. 
They are particularly valuable for 
relief of pain in neuralgia and 
neuritis. dysmenorrhoee, fevers, 
headaches and colds, after injury 
or operation and in mild cases of 
insomnia. 


CODOPYRIN 
TABLETS 


In tubes of 10 & 20 and 
bottles of %0 tablets. 


Each tablet contains ; Ace- 
tylsalicylic Acid 026 gm. 
Phenacetin 0°26 *gm,. 
Codeine phosphate0’01] gm. 
Excipient to 084 gm. 





GLAKO LABORATORIES LTD., 


Greenford, Middlesex, England. ¢ 


Associates in india: H. }. FOSTER & CO. LTO., Bombay, Calcutta, Madras. 








Fever & Protein Regeneration 


linical observation shows that in fevers and febrile 
illnesses, there is a phase of catabolic destruction of body 
protein resulting in nitrogen disequilibrium. The loss of 
appetite and inability of patients to take food aggravates this 
condition just at the time when the maximum strength and 


co-operation of the patient is required. 


The restoration of nitrogen equilibrium can be assisted 


by a suitable protein diet in an easily assimilable form. 


Brand’s Essence of Chicken is a first. 
class protein of animal origin. Being 
partly hydrolised, it is capable of easy 
ingestion, digestion and absorption. It is 
extremely palatable and may be taken 
either as a jelly or a liquid. It is an ideal 





means of supporting convalescence and 
restoring a positive nitrogen balance. 














GRAHAMS TRADING CO. (INDIA) LTD, 
Calcutta w Madras. ©@ Bombay 
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VEiPavsaen 


“Vitamin B, per unit of weight, is *he most effective 


antianemec substance known.” O80 OF aes A. mA apie). 0a 


RUBRAMIN 


SQUIBB vitamin Bu concentrate 








now in plentiful supply 


> essentially painless, protein-free aqueous solution 


Ar Sahni pa ete 


> approximately the same cost as Liver Extract 


1 cc. ampuls, each ampu! containing 15 micrograms of 
vitamin Bis. Boxes of 5. 


Dosage for 15 microgram RUBRAMIN is the same as that for 
15 unit Liver Extract. 


PUDRAMIN’ @ & TRADEMASK OF &. &. SQUIER 6 SOND 


SQUIBB manuracruninc cHEMists 10 THE MEDICAL PROFESSION SINCE 1858 


Representatives: MARTIN & HARRIS, LTD. 
CALCUTTA, BOMBAY, MADRAS, DELHI, KARACHI, CHITTAGONG, RANGOON 
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AN ORAL TREATMENT FOR FILARIASIS 


* Banocide,’ a new organic compound free from metallic elements, is markedly 
active against filariz, particularly Wuchereria bancrofti and Onchocerca volvulus, 
when administered orally. It is particularly effective in dealing with microfilariz, 
and, even in moderate dosage, causes their rapid disappearance from the blood 
stream. As shown by animal experiments, the toxicity of the compound is low. 
Its stability is unaffected in hot climates. ‘Banocide’ is issued as compressed 
products of 50 mgm. in containers of 20, 100, 1000 and 5000. 


*BANOCIDE: 


DIETHYLCARBAMAZINE (- 





BURROUGHS WELLCOME & CO., LONDON 


(The Wellcome Foundation Ltd., incorporated in Engiand) 
AND COOK'S BYVUILDOING, HORNBY ROAD, BOMBAY 
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Christy Surgical Blades 





YEARS 


Of Blade Making 
Experience 
Behind Every 


Christy Blade 


CHRISTY Surgical Blades and Handles are ance, and are already specified aay 
F oay ny in the tradition of ‘ i iret’ many of the country’s 


leadi a 
Hospitals. Satisfaction is panna fae 
teed by the 50-year-old-firm which makes 


CHRISTY blades hey mynpt en || peas 3, 12, 
15, 20, 21, 22 and 23. 


are packed 
as developed bie fy a box. Chi STY 
ressarch and by actual test cuts smoother and with aft2* pecknawe (1 arom) so 
less pressure than old type ‘razor’ edge blades. CHRISTY handles are mode in sizes Number 


CHRISTY blades are rapidly growing in accept- 3, 4 and 7, and are packed 6 to a box. 
Over 1,500,000 sold in less than 18 months 
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The Orthopedic Care of Leprosy Patients’ 
Paul W. Branp, F.R.C.S. (Eng.),? Vellore 


My purpose today is to introduce the idea that there is a place for 
the work of an orthopedic surgeon in the care of leprosy patients. 

Those who have cared for these people in the past have usually had 
in their minds two main aspects of treatment. First has been the search 
for a cure of the disease. Much patient research has been done over 
many years to this end and at last it seems that some measure of success 
is on the horizon. The new SuLpHon: group of remedies gives us ground 
for cautious optimism that certain types of leprosy can be cured. The 
second line of approach has been the care of those patients who are 
frankly incurable. ‘This is by far the greater part of the work of most 
Leprosy Institutions. Housing has been provided for them; nursing, 
food and religious comfort, and many other things to make their lot more 
tolerable and to enable those who cannot look after themselves to be 
looked after by somebody else. 

My acquaintance with leprosy has been short, but from the very 
beginning it has seemed to me that a change of emphasis is needed in 
this part of its treatment. While we do not wish to decrease the amount 
of loving care which is expended upon the helpless patients, our primary 
object should be to prevent them becoming helpless, or, if they already 
regard themselves as helpless, to change their attitude by showing them 
that they can in fact develop an ability to leok after themselves and to 
become useful members of society. The person who is being nursed is 
better off than the person who is helpless and destitute, but it is still 
better for that person to be made able to be self-reliant and to have some 
confidence and self-respect. 

This is not the same as saying that the disease must be cured. The 
vast majority of these deformed patients are either incurable, as far as 
their leprosy is concerned, or else are, for all practical purposes, already 
cured. That is to say, the activity of the leprosy is “burnt out” and they 
are left simply with the residual paralysis and deformity. These latter 
can be tackled along orthopedic lines by means of splints, exercises, mas- 
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sage, and by operation in such a way that the patients usefulness may be 
maintained or improved. And then one must see that they are given 
useful and gainful occupations to suit their limited capabilities. 

The orthopedic problems in leprosy are mainly those of anaesthesia 
and of paralysis and we are concerned with these things in the hands 
and the feet. 

Hands—Anaesthesia. The problem of anaesthesia in the hands must 
be taken seriously if one is to maintain the usefulness and activity of 
these organs. Every time a patient injures or burns his fingers a scar is 
produced and that scar by its contraction adds something to the tendency 
for the fingers to flex permanently into the claw-hand position which is 
our chief problem in rehabilitation of the hands, 

In designing occupations for these patients, therefore, one must fore- 
see anything which is likely to burn the hands, and allow a minimum 
of contact with sharp objects that may cut them. Damage is also often 
caused by local friction such as the continuous running of cotton over the 
index finger of a woman who is spinaing. It is important therefore that 
no patient with anaesthetic hands should be allowed to do cooking or 
plumbing and if they are employed in occupations such as carpeatry and 
cobbling where there are sharp instruments to be handled they should 
have careful instruction about the way to handle their tools so that their 
hands are always well clear of cutting edges. 

Where there is continuous friction, as in spinning and weaving 
industries the part of the hand that is subject to the friction should have 
a leather finger saddle or a pad which can take the friction from the skin. 
All patients, especially when starting a new occupation, should have 
regular hand-inspection by the doctor or the welfare officer, and any 
redness or sign of blistering immediately investigated, the hand put at 
rest, and his work watched when he starts again to see the exact cause 
of the pressure or friction so that it may be removed. This may involve 
altering the shape of the handles of his tools or instructing him in a 
new way of holding them, or the wearing of a leather pad as before 
described. 

It will be found that many women are reluctant to give up cooking, 
and members of their family may urge them to continue it. I have found 
that the important part of cooking to these people’s minds is the preparation 
of the food, particularly the currie. If they are allowed to do this part they 
are quite willing for somebody else to do the actual cooking, involving 
the handling of pots and pans and fire. Thus, several families may 
co-operate—each wife preparing her own food, and one person who has 
normal hands doing the actual cooking for several families or groups. 

Paralysis. ‘The paralysis of the hand in leprosy is something which 
appears never to have been fully investigated, but during the past year 
I have been following a large series of cases with some care and it 
seers that increasing weakness of the hand follows a certain definite 
and well defined pattern. The first muscles to go are the interosseii 
between the ring and little fingers. The weakness then spreads to the 
lumbricals and interosseii across the palm from the ulna to the radial 
side, and when almost all power has been lost in these muscles then the 
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muscles of the thenar eminence are involved—the opponens pollicis para- 
lysis preventing opposition of the thumb. The long flexors and long 
extensors of the fingers and thumb, however, retain their power, as also 
normally do the flexors and extensors of the wrist. 

In the normal action of grasping, the hand begins with the fingers 
extended and the thumb opposed to them. The first part of the grasp 
is chiefly the lumbrical movement of flexion of the metacarpophalangeal 
joint (Figure A I). As the hand closes upon the object it is grasping, 
the long flexors take up the task and the interphalangeal joints are 
flexed making the fingers curve around the object and grip (Figure A II). 
The leprosy patient, having lost his lumbricals, initiates his attempt to 
grasp by flexing his interphalangeal joints while the metacarpophalangeal 
joints remain extended (Figures BI & BII). Only when the inter- 
phalangeal joints are fully flexed do the metacarpophalangeal joints begin 
to flex. Thus the fingers are “rolled up” into the palm and present 
their dorsal surface, of finger nails and distal knuckles, to the object 
to be grasped rather than the palmer surface of the fingers (Figure B III). 
Any object therefore except a very narrow one is pushed out of the 
hand by the clenched fingers rather than grasped. it will be noticed 
that most patients with weak hands do their grasping by adducting the 
thumb against the second metacarpal and do not use their fingers at all. 

We have therefore to try to provide a substitute for the lumbricals 
and for the opponens pollicis. 

The other problem is to prevent contracture of the fingers in the 
clawhand position. The reason this develops is that for full extension of 
the fingers is required the co-operation and simultaneous action of the 
lumbricals, interosseii and the long extensors. The long extensors nor- 
mally extend the metacarpophalangeal joints and the lumbricals extend 
the interphalangeal joints. If, however, the metacarpal joint is flexed, 
this flexion enables the long extensors to extend the interphalangeal joints. 
A test therefore of early loss of the intrinsic muscles of the hand is to 
ask the patient to flex the metacarpophalangeal joints and to extend the 
interphalangeal joints at the same time (as in Figure Al). This is quite 
impossible with paralysis of the lumbricals. 

When patients find that they cannot extend their interphalangeal 
joints, they try to do it by contracting their long extensors more power- 
fully. This only produces hyper extension at the metacarpophalangeal 
joint but does not extend the interphalangeal joint at all. Therefore 
the interphalangeal joints are never extended, and when they have re- 
mained flexed for a long time they become stiff in that position. Capsular 
contractions develop and before long result in the familiar permanent 
claw-hand. 

The first duty of the medical officer is to see that this contracted 
claw-hand never develops. The secret of this is to realise that passive 
flexion of the metacarpophalangeal joint allows active extension of the 
interphalangeal joints. In other words, if we imitate the action of the 
lumbricals in flexing the metacarpophalangeal joint then the long extensors 
are able to extend the interphalangeal joints. The simplest way to do this 
is to press the proximal phalanx forward into flexion with the other hand 
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and then instruct the patient to straighten his fingers. If no permanent 
contracture has developed he will be able at once to extend these joints. 
If he is now instructed to perform this movement regularly many times 
in a day and accompany it by massage to his fingers using a vegetable 
oil, such as gingelly oil, he will maintain the mobility of his fingers and 
no contracture will ever develop. I have devised a splint patterned 
somewhat after the knuckle-duster splint described originally by 
Haighet. This splint is simply a mechanism for keeping the meta- 
carpophalangeal joint flexed whilst allowing mobility to the rest of the 
hand. It is my habit in cases where there is weakness or commencing 
contracture of the fingers to make the patient wear this splint for two 
or three hours at a time twice a day and whilst wearing it to exercise 
his fingers through their full range, and between whiles to rub oil into 
his fingers and keep them mobile. In this way many a commencing 
contracture can be completely straightened out and a mobile hand pro- 
duced. 

This does not of course bring back power to the paralysed muscles. 
We know of no way of doing that, but it does improve the capacity 
to grip. 

The next problem is to try and divise something which will do the 
work of the lumbricals and form a new and wholly active hand. This 
work is still in the experimental stage and I have nothing to report about 
the methods or results at present. 

Finally we are concerned with the hands which are fully contracted 
in a permanent way so that even passive extension is quite impossible 
and the grip is wholly absent. In these cases it seems impossible to 
regain the movements of the interphalangeal joints, but if an operation 
is performed on these joints to open them out to about 90° for the 
proximal interphalangeal joints and 160° for the distal and fix them in 
that position, then the movements of the metacarpophalangeal joints, 
which are never lost, will enable quite a reasonable grip to be achieved. 

In assessing the occupation for the individual, the chief task is to 
decide upon the kind of tool which their hand is capable of holding. As 
a rule the more advanced the disease the narrower must be the handle 
of the tool. Even an advanced claw-hand can hold a handle 4” in dia- 
meter. In milder cases 1” or 1%” in diameter. The milder cases can 
grip and leave go their tools quickly while the more advanced cases 
need a trade where, having once grasped their tool, they may keep it 
in their hands for longer periods without having to put it down. Some 
trade in which there is only one instrument to use or one handle to 
turn is the one to choose for these patients. 

Feet——Anaesthesia. The feet are subject to more pressure and more 
trauma than hands, so the skin is more liable to give way. Trophic 
ulceration is therefore more a problem in the feet than in the hands. 

The two factors which produce ulceration are sustained pressure 
and active injury. 

In general people who wear shoes or sandals suffer from sustained 
pressure and people who walk bare-foot from direct injury. The reason 
for the former is that normal rough ground gives a more even pressure 
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over the surface of the feet than shoes do. The ideal ground surface for 
leprosy sanatoria would be sand, because as the foot sinks into the sand 
a little at each step the weight of the body is transmitted through every 
part of the foot—the sand having adjusted its shape to the shape of the 
foot. No part of the sole therefore takes more pressure than any other 
part, and pressure sores are unljkely. Grass turf is the next best surface 
as here again the springy nature of the ground allows it to be moulded 
to the contours of the foot. The worst type of surface is probably a 
hard gravel which is both unyielding and sometimes sharp. 

Shoes when they are new present a flat surface to the sole of the 
foot and therefore the weight of the body is transmitted through a small 
area of the heel and the metatarsal heads—whereas all the area of the 
instep takes no weight at all. As shoes become older and a slight mould- 
ing of the leather takes place a correspondingly bigger area of the feet 
shares the pressure; but even so it is never distributed as well as it 
is in the barefoot patient unless the soles are especially designed and built 
to conform to the contours of the feet and to allow the whole of the skin 
of the feet to share equally in the weight-bearing process. 

Probably, except with tight shoes, the factor “vustained pressure” 
does not operate while the patient is walking because the action of walk- 
ing depends upon alternately resting on the foot and then raising it 
immediately from the ground. This allows intermittent circulation to all 
parts of the sole. The real damage is done whilst patients are standing 
or squatting, with no feeling of discomfort to make them change their 
posture and shift their weight from one leg to the other. These patients 
are content to stand still in one posture or to squat for very long periods 
at a time and the part of their skin which takes their weight is conti- 
nuously compressed and has no blood supply for long enough to cause 
complete local gangrene. This is the essence of the etiology of the 
trophic ulcer. 

It is of fundamental importance that no patient with anaesthetic feet 
ever be allowed to stand still or to squat for more than 5 minutes at 
a time. 

It should be the duty of the medical officer to see that everywhere 
in sanatoria there are placed large numbers of simple stools, benches, or 
even flat stones upon which the patients may sit when they wish to rest. 

The matter of properly built shoes and sandals is also important. 
All patients who show any tendency towards ulceration near the metatarsal 
heads should have a metatarsal bar fixed to their shoes. ‘This is a simple 
bar of leather usually 5/8ths of an inch thick nailed or sewn to the under- 
side of the sole behind the point at which the weight of the body is 
taken through the metatarsal heads. If you look at the underside of the 
sole of a shoe or a sandal, you will see clearly where the chief weight of 
the body is taken, because that part of the sole will be worn whereas the 
nonweight-bearing part will not be worn so much, A metatarsal bar must 
be placed behind the point of maximum wear and tear. Almost all doctors 
place these bars too far forward on the sole. The object of the bar is 
to transmit weight to the instep and to spare the metatarsal heads. 

It is also helpful but rather more expensive to try and get the sole 
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of the shoe or sandal correctly moulded to the shape of the foot. I have 
been trying to do this by using sponge rubber in the sole and cutting 
the sponge rubber to the shape of a clay-mould which I make for the 
patients by requiring them to stand squarely with their whole weight 
resting on a lump of clay. The cobbler is then instructed to build a 
sole with the same lumps and hollows as the clay mould, and then finish 
off with a soft upper. 

The aim of the medical officer should be to prevent ulcers of the 
foot rather than to cure them, and in the work of prevention it is neces- 
sary to inspect all anaesthetic feet and their shoes at regular intervals. 
The sanatorium cobbler should be in attendance at these inspections and 
should be a skilful workman with enough intelligence to understand the 
principles that are involved. Danger signs should be looked out for such 
as cracks in the sole of the foot and callosities and if shoes are found 
to be responsible for uneven pressure they should be adjusted so that they 
do not cause harm. Shoes should always be resoled before they have 
become badly worn out because constant contact with the foot will have 
moulded the inner part of the shoe to the foot and this inner moulded 
leather should be preserved for as long as possible, even for many years, 
by constantly adding a flat piece of leather as an under-sole before the 
inner-sole becomes worn. This should be done without removing the 
remnants of the worn under-sole as in this way the original shape of the 
shoe is better preserved. The factor of direct trauma in the causation of 
ulcers operates in proportion to the amount of walking that the patient 
does, and the kind of ground he walks upon. Any long walk on rough 
ground will give opportunity for sharp stones to cut or wear away the 
skin of the sole of a bare-foot patient or for friction to produce a blister 
on the foot of one who wears ill-fitting shoes. 

Intelligent patients who are helped fully to understand these principles 
should be able so to regulate their activity that an ulcer becomes a rare 
occurrence, When it does occur further activity must be restricted until 
it is soundly healed. 

Paralysis. When the muscles of the foot are weakened the balance 
of the foot becomes unstable, and this leads to one side or end of the foot 
taking more pressure than the other; and consequently ulcerating. 

The commonest weakness in leprosy is that of the dorsiflexors of the 
foot and of the peroncii. This leads to a drop of the fore-foot and of 
the lateral edge of the foot respectively. The leprosy patient with drop 
foot develops a high stepping gait, but even so he is not able to prevent 
his toes from dragging a little on the ground. And these patients get 
ulcers on the ends of their toes and on the metatarsal heads—not so much 
from pressure as from friction. They do better with shoes, and better 
still with stiff-soled shoes which have a strap running from the tip of the 
shoe to a strap around the upper end of the calf keeping the foot dorsi- 
flexed. It is more satisfactory if a metal upright is fixed from the heel 
of the shoes up the calf to support a strap around the top of the calf and 
the strap lifting the toe of the shoes. The same device may be used 
for cases with paralysed peroneal muscles but in this case the point of 
attachment of the lifting strap must be to the lateral side of the foot 
so as to replace the pull of the peroneii. 
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The question then arises, can we relieve the “drop foot” by any 
orthopedic operation? Here I am unable to give a final answer. I can 
say that it seems that there will not be much scope for tendon transplanta- 
tion operations—because as leprosy paralysis is so frequently progressive 
the muscles that one uses for transplantation this year may themselves 
become paralysed next year. There seems to be more hope for the type 
of operation of tendon fixation or suspension where the dorsiflexor tendons 
are rigidly fixed into the anterior surface of the tibia, but we have not 
yet performed enough of these operations to be able to report on the 
results. Some form of foot stabilization may prove to be the best answer 
in the long run, although we have yet to find whether the bones and 
tendons of a leprosy patient will stand the kind of operative interference 
which this will require. 

Ulcers. In dealing with established ulcers many of you will have 
had more experience than I have. I will just mention one or two points 
that I believe to be important. The first is that where possible every 
established ulcer should be treated by complete rest to the foot—that is 
no weight-bearing. Ideally the patient should use crutches until the ulcer 
is healed or else stay in bed, failing which a thick ring pad should be 
bandaged to the foot surrounding the ulcer so that when the foot bears 
weight the actual ulcer may not come in contact with the shoe or the 
ground. A probe should be used frequently to find out whether the ulcer 
goes down to bare bone. Those that do not are probably best treated by 
injections of hydnocarpus oil deep to the ulcer floor. When the ulcer 
involves the bone an X-ray should be taken to see whether the bone is 
diseased, 

Next to continued weight—bearing, chronic osteomyelitis is probably 
the commonest cause of persistance of trophic ulcers. Therefore when a 
probe is found to reach bare bone in an ulcer, an X-ray should be taken 
to discover the extent of the osteomyelitis, and unless this is very localized 
indeed it is usually best to proceed at once to the removal of the diseased 
bone. This is best done through a dorsal or lateral incision so as not 
to leave a weight bearing scar. I have found that if one removes a bone 
such as a metatarsal through a dorsal incision one is usually able at the 
same operation to excise the edges of the ulcer on the ventral surface and 
to sew it up. A dorsal incision should never be sutured up but should 
be left open packed with vaseline gauze to granulate, as described by 
Cochrane in his handbook on Leprosy. The depth of the ulcer will 
therefore be drained dorsally until the wound heals up and the big scar 
will be on the dorsum of the foot instead of on the weight-bearing surface. 

The last resort in the care of the foot is the operation of amputation, 
but it should not be delayed if it will allow the patient to walk on a 
sound stump rather than to remain incapacitated by a widely ulcerated 
foot with wide chronic osteomyelitis. 

I have become convinced rather against my orthopedic instincts that 
it is justifiable and even wise to amputate as near as possible to the ulcerated 
area—that is to say for metatarsal head ulceration a Lesfranc’s amputation 
or a Chopart or Piragoff is quite justifiable even though a skin flap may 


re — an inch of the open ulcerated area. There are three reasons 
is: 
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Firstly is because these patients are so poor and their number 
so large we cannot afford to provide them with proper artificial lintbs for 
high amputations. 

Secondly, patients with leprosy seem to have a better capacity to 
heel than the average patient who requires ag amputation. This is 
probably partly because there is no diminution in the blood supply of 
these feet as there is in so many other causes of local gangrene. 

Thirdly, the battle against trophic ulceration is frequently a retreating 
battle and it may be that the amputation stump itself will become ulcerated 
after a few years. If one has done a low amputation, there is an opportunity 
to give the patient a second or even a third amputation at successively 
higher levels—as for instance Lisfranc’s followed by Symes followed by 
Site of Election; each time leaving the patient ‘with a sound stump which 
may last many years. 

Because these operations are always performed near gross sepsis 
it is important that the incision should not be primarily sutured com- 
pletely but the skin flaps should be packed open to granulate, perhaps 
for secondary suture later on. 

One should take care that the amputation scars are off the weight 
bearing area of the stump, and one should give to an amputation stump 
the same, if not greater, care than we have recommended for the anaes- 
thetic feet. A careful mould of the stump should be taken and a sponge 
rubber socket made for the stump and fitted with a sole-plate. 











Ficure A I Ficure A 


Normal hand beginning to grasp. Thumb Normal grasp complete. 
not shown, Metacarpophalangeal joints more 
flexed than interphalangeals. 





is our duty to press forward in this branch of 
surgery. We must keep before us a realisation 
that although most of our patients are hope- 
lessly diseased as far as cure is concerned, a 
little careful application of the science and art 
of orthopedic surgery may be able to change 
their outlook from one of helplessness and 
dependency to one in which they can look 
forward to a life of usefulness and activity. 


I wish to acknowledge the help and en- 
couragement I have received from the staff at 
the Lady Willingdon Leprosy Sanatorium, and 
in particular from the Medical Superintendent, 
Dr. H. Paul, the Welfare Officer, Mr. Rama 
Krishna Ayyer, and from the Director of Re- 
search, Dr. R. G. Cochrane. 





Mild claw hand open before 
grasping. 


Ficure B II 
Same hand beginning attempt 
to grasp. Note interphalangeal Figure B IIl 
june flex before metacarpopha- Grasp complete, but failing to hold its 
langeal joints. object which is being pushed out of palm, 














Acute Low Intestinal Obstruction with special 
reference to Volvulus of the Sigmoid Colon 


D. A. Anpersen, M. D. (Lond.), F.R.C.S. (Eng.), D.T.M. & H. (Liv.) 
Salvation Army Hospital, Ahmednagar 
introduction 


The general picture of intestinal obstruction when it presents as an 
acute emergency is still a very serious one, in spite of recent advances in 
its treatment. Two main factors account for this and their incidence 
varies in different parts of the bowel. The first is the result of the 

ion per se, with resulting progressive vomiting and consequent 
loss of fluid and electrolytes. It is well recognised that this loss due to 
vomiting is worse the higher the obstruction, and unless there is rapid 
and adequate replacement the general condition rapidly deteriorates in 
high obstruction. From this point of view therefore the prognosis should 
be better the lower the obstruction. 

The second factor is that of strangulation with resulting interference 
with the blood supply of the bowel, leading in severe cases to gangrene 
and peritonitis with or without definite perforation. This factor is more 
difficult to assess and it is this which needs careful consideration in any 
method which deals with the obstruction without laparotomy, such as the 
use of the Miller-Abbott tube or as will be described more fully in this 
paper, the use of a long rectal tube under sigmoidoscopic vision for the 
relief of volvulus of the sigmoid colon. Yet while the actual anatomical 
condition causing the strangulation or the danger of it cannot be seen 
without laparotomy there are many clinical and radiological jndications 
which can give us a very shrewd idea in the case of volvulus as to the need 
or otherwise for laparotomy, or if a non-operative method is justified. 

The overall mortality in any large series of intestinal obstruction is 
still very high, somewhere between 30°/, to 50°/ and this applies equally 
to published series of volvulus where operative treatment is used ex- 
clusively, I would like to draw particular attention to a series published 
from the Ulleval Hospital, Oslo of 91 cases admitted in a ten year period 
with a mortality of 14°. The actual admissions were 168, (emphasising 
the high tendency of recurrence) and the mortality of the actual treatments 
was only 7. Of the 168 treatments, 136 were reduced by the introduction 
of a rectal tube with the aid of a sigmoidoscope with a mortality of only 
four or 3°/,. In one case only death was due to perforation of the bowel 
with the tube. In three cases death was due to general poor condition 
and the volvulus was shewn at postmortem to have been reduced and 
there was no gangrene or peritonitis. In 18 cases, strangulation or peri- 
tonitis were suspected to be present and laparotomy was therefore con- 
sidered necessary. In this group, with an initially more grave prognosis, 
11 died, a mortality of over 60°. Of the remainder, 3 reduced spontan- 
eously, 4 with an enema, and 5 by the blind introduction of a rectal tube 
—a practice later abandoned. Two were admitted too late for any 
treatment. 

I think this series indicates that it is possible to judge with a high 
degree of accuracy when it is’ permissible and in fact highly advantageous 
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to reduce the volvulus conservatively, and when laparotomy is indicated. 
Considering the average age and general condition of the patients as a 
group, conservative treatment has great advantages when correctly chosen 
and carefully carried out. I have therefore in the last year adopted this 
method in three cases of the five admitted to my hospital, with successful 
results. In the two other cases, I did a reduction after laparotomy, with 
one recovery and one postoperative death from peritonitis, My limited 
experience therefore tends to bear out the conclusions of the Ulleval 
series, and I think the method is worthy of an extended trial in India. 

I feel however that a warning is needed that it should be carried out 
by a surgeon with adequate experience, and only after full clinical and 
radiological investigation. Full surgical facilities should be available, and 
if any doubt remains as to the diagnosis, or the presence of strangulation, 
laparotomy should be performed. It is possible in India that a smaller 
proportion will be suitable for conservative treatment than in the series 
quoted because as a general rule patients tend to come to hospital later. 

Incidence. I do not recall seeing a single case in my student or 
postgraduate days in England, and Zachary Cope in his book on the acute 
abdomen treats it very briefly as one of the rarer causes of acute obstruc- 
tion “not usually diagnosed before laparotomy”. The situation is very 
different in the Eastern European states such as Finland and Russia, 
where large series have been reported, and volvulus accounted for 30°/, to 
60%, of all cases of acute obstruction. The situation in Norway reported 
by Bruusgaard shows an intermediate position, but it is most interesting 
to notice a marked increase in incidence during the war. He attributes 
this to an alteration in the wartime diet which contained more vegetables 
and residue under rationing. It would be interesting to obtain information 
in India as to the incidence here. With a high residue vegetarian diet, 
we can expect a high proportion if Bruusgaard’s suggestion is correct. I 
have not had the opportunity of looking up the Indian literature but in 
a short series of 23 cases of acute or subacute obstruction in a little over 
a year at Ahmednagar, I have had § cases that is about 22°/ of volvulus. 
If this represents an average figure, then the problem of volvulus deserves 
our serious consideration. 

Age and Sex. Generally speaking, the condition is more frequent in 
men (60% to 80%) this being attributed to the wider pelvis and the more 
lax abdominal wall, in women: and it almost invariably occurs over 40. 
However, one of my cases was in a woman of 30, the four others being 
men between 35 and 60. 

Predisposing causes. An important predisposing cause is a con- 
genitally long pelvic colon, together with a long mesocolon, the points of 
attachment of which to the posterior abdominal wall are close together, 
which occurs when the line of attachment shows an acute angle. A wide 
angle of peritoneal attachment carries the fixed points far apart and lessens 
the liability to rotation of the limbs. Edgren (Finland) reports that the 
average height of the mesocolon normally is 5 inches and in a series of 
cases of volvulus it was 10 inches. 

However the fact that the condition is very rare under 30, as. well 
as the differing incidence in various countries, both suggest that other 
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factors may be of still greater importance, such as that of diet already 
mentioned. It is probable that an actual increase in length may occur 
in adult life due to chronic constipation, or recurrent volvulus attacks, 
some of which may be mild and spontaneously reduced. There is also 
a definite thickening and fibrosis of the mesocolon in a number of cases 
of volvulus and it is difficult to determine if this is the cause or the effect 
of the volvulus in the first place: but once this is present it. certainly 
increases the liability to recurrence. Chronic constipation or diverticulitis 
may be contributing factors. 

Mechanical Factors. It is not easy to be sure exactly how the volvulus 
is initiated. However in the person anatomically predisposed to it, the 
sequence may be somewhat as follows: 

First there is a clockwise rotation of 180 degrees. The lower or 
rectal loop then comes to lie in the abdominal cavity passing upwards 
posterior to the upper or colonic loop which falls down into the pelvis. 
It has been shown radiologically that this often occurs without any clinical 
obstruction, and corrects itself spontaneously. In fact Wilms has termed 
this “physiological vo'vulus”. However Groth has pointed out correctly 
that when there is a rotation of the axis of the mesentery by 180 degrees, 
the ends of the bowel being fixed, then there is a rotation in the long 
axis of the bowel itself of 360 degrees. This is a little difficult to grasp 
as I found till I demonstrated it to myself with a piece of cycle inner 
tubing. If this torsion of the bowel wall is distributed evenly over the 
whole length of the pelvic loop, it is of no pathological importance. In 
a few cases however this axial torsion of the bowel js limited to one 
small length usually the proximal or distal end, and then there is a local 
stenosis. The clinical picture then approximates to that of low bowel 
obstruction of any other causation without the enormous distension of the 
pelvic loop characterising volvulus, and this type will not be considered 
further. If there is a local torsion at both ends, then the classical picture of 
volvulus arises with only 180 degrees rotation of the mesentery, and 
Frimann Dahl gives the incidence as 35°, of the total. 

In the majority of cases no symptoms arise till the torsion of the 
mesentery proceeds to 300 degrees. This may be supposed to occur 
as follows:-—-After rotation to 180 degrees has taken place as already 
described, peristalsis drives the heavy faecal masses into the abdominal 
rectal loop which then tends to fall by its weight back into its former 
position in the pelvis this time in front of the pelvic loop thus completing 
a rotation of 360 degrees. The loop is now a closed loop and gases and 
fluid and faeces cannot pass down into the rectum. It is however possible 
as suggested by Bruusgaard in his paper that peristalsis may force fluid 
and gas from above into the pelvic loop, the torsion acting as a oneway 
valve. This would help to explain the very rapid distension. The dis- 
tension itself will limit the capacity of the pelvic walls to absorb fluid 
and add to the condition. 

The condition up to this time is one of simpic obstruction to a 
closed loop, and it is a matter of experience that this condition can persist 
for a considerable time without the blood supply being compromised. 
This time is very variable but two of my cases had a history of over 96 
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thours and had no serious vascular changes. On the other hand they can 


occur in less than 24 hours. 

The first effect of torsion affecting the blood supply is that of venous 
stasis. Later thrombosis of the mesentery arises and the circulation of the 
bowel gets progressively worse till there is frank gangrene with capillary 
or larger perforations. The changes are usually most marked at the bases 
of the loop at the site of the torsion. This has a bearing on treatment as 
considered later. Another mechanical point that bears on the treatment 
is that the loop once distended “like a balloon motor tyre” is as it were 
clamped between the anterior and posterion walls of the abdomen, and 
cannot be reduced until it is emptied: after emptying however it can often 
reduce spontaneously. 

Frimann Dahl gives the incidence of cases with 360 degrees of 
rotation as 50°/, while a few, quoted at 105%, go on to 540 degrees. 

It is reported that most cases occur as stated in a clockwise direction, 
but anti-clockwise rotation is also described. 

Clinical Presentation. History. There is generally a history of 
longstanding or periodic constipation; this is well illustrated in one case 
of the series in which a barium meal was done 19 days after the reduction 
(by sigmoidoscopic introduction of a tube.) At 48 hours the meal all 
lay in the colon, mostly ip the pelvic loop. The patient then tired of 
comjng up any more. A few days later he was prevailed on to come 
again and a Barium enema then showed complete reduction. Meanwhile 
the meal had emptied itself. In some cases there are found to have been 
previous attacks of abdominal pain and distension with spontaneous relief 
associated with passage of copious loose foul-smelling stools. An acute 
attack then brings the patient to the hospital, and two groups can be 
distinguished from the beginning. In the larger one the leading features 
are (1) Marked distension, with a history of absolute constipation for 

2 to § days. 

(2) No vomiting, but a history of vomiting at the onset of symptoms. 

(3) Good general condition with a slow pulse and no temperature. 

(4) The patient complains of continuous diffuse pain of moderate 

intensity, due to distension, with occasional colicy exacerba- 
tions due to hyper-peristalsis. 
Examination of the abdomen. 

1. Inspection shows ballon-like abdominal distension, more mark- 
ed in the upper abdomen, and not infrequently outline of the pelvic loop 
can be seen through the abdominal wall. 2. On palpation the 
abdomen is not acutely tender and 3. percussion gives a hyperresonant 
note without evidence of appreciable free fluid in the flanks. 4. Ausculta- 
tion gives the “gurgle sounds” characteristic of hyper-peristalsis. 

In my short series in the last year three cases of this kind occurred 
and were treated successfully conservatively. 

The smaller group is illustrated by two cases with histories of 48 
and 72 hours respectively, where the vomiting was persistent and conse- 
quently the general condition was poor and the pulse rapid. In one case 
with a fatal outcome, the pulse was 110 and the temp. 99 and the 
other had the pulse recorded on admission as “weak and rapid”. Both 
of these had moderate leucytosis. In one of them there was recorded 
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Tendetness all over the abdomen. In such cases laparotomy is essential. 
Of course intermediate conditions exist, and only experience can then 
decide the course of action. In doubt it will be better to do a laparotomy. 
In some cases a careful sigmoidoscopy can be done and the instrument 
introduced up to the point of torsion: then if the mucosa appears darkly 
congested or if there is bloodstained mucus, it will be necessary to desist. 
I have not observed this in the few cases I have done. 

X-Ray examination. An X-Ray examination is essential in all cases 
to confirm the diagnosis before conservative treatment is decided upon, 
and even if immediate laparotomy is to be done it may give useful 
information. A definite diagnosis can be made by X-Rays in practically 
every case of volvulus. 

A B 
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A. Plain X-ray. Vertical position showing 2 broad fluid levels in 
pelvic colon in volvulus. 


B, Same case under Barium enema after redirteduction. 


Plain X-ray. In typical cases this shows the markedly distended pelvic 
loop extending right up to the liver and diaphragm. If taken in the 
upright position, it shows two broad fluid levels one in each limb, with 
a little difference in level, which has been aptly likened to a pair of flat 
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A. Barium enema. Showing characteristic “ bill of bird of prey” 
at site and forsion. 


B. Same case after reduction. 
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scales. There is moderate gas seen in the remainder of the colon, while 
gas in the small bowel is rare and is an indication that the obstruction is 
affecting the smali bowel—in advanced cases—or that there is peritonitis 
and paralytic jleus. In late cases fluid can be seen in the pelvis and 
ascending in the flanks. Diagnosis is therefore often possible without 
recourse to Barium. 

A Barium X-ray will however clinch the matter when doubt remains, 
and the interpretation of a plain X-ray is not always easy. Here a typical 
picture is shown at the site of the torsion at the junction of the pelvic 
colon and the rectum. It has been compared to the bill of a bird of 
prey in many cases but other characteristic forms such as that of a 
rosette also occur. It is quite unlike the picture seen in obstruction due 
to cancer which is the commonest differential diagnosis. Two examples 
are shown and in both jt is interesting to note that the barium has 
passed beyond the point of obstruction, indicating that the torsion is as 
yet a loose one. In fact in one the tube introducing the barium was passed 
through the obstruction by an over enthusiastic nurse but did no 
harm and if the tube had been kept in place, the X-ray department would 
have had the credit for the reduction. The barium enema has some 
further value in giving the surgeon an idea of the direction in which the 
twisted coil passes. 

Differential Diagnosis. I think we will have to dismiss the differ- 
ential diagnosis briefly except for three conditions all of which have in 
common with volvulus of the pelvic colon the fact that they arise because 
of congenital abnormalities. (Ip particular I am avoiding the large subject 
of cancer of the colon). 

The first of these is that of volvulus of the caecum. The incidence of 
which seems extremely high in reported series from Finland, being 30° to 
40%, of the whole. In the Ulleval series there were 7 compared with 91 
of the pelvic colon. The condition presupposes a mesentery of the caecum. 
In passing a still rarer condition is volvulus of the transverse colon, of 
which 4 cases are reported in the Norwegian series in a ten year period. 
The reason for its rarity must be that the points of fixation are far 
apart. 

The second condition has not so far as I know been described before 
in India but on this point I am open to correction. It is an acute obstruc- 
tion due to a congenital peritoneal band passing from the right iliac fossa 
to the antimesenteric border of the terminal 2 or 3 inches of the ileum 
and then merging with the common mesentery. It has been described 
in detail by Lane and is called after him Lane’s ileal band. There has 
been controversy as to whether or not it is a cause of intestinal obstruction. 
I can recall at least 4 cases operated on personally in the last ten years 
where acute obstruction has been relieved by simple division of the band. 
The prognosis has generally been good as judged by these few cases, but 
in the last year I had a case which was fatal. It is mentioned here 
because it can give a typical picture of low bowel obstruction i.e. marked 
distension with little vomiting and good general condition as in the 
uncomplicated volvulus; but the distension is less extreme and differentia- 
tion is easily made by X-ray. The subject deserves separate consideration, 
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and it would be interesting to pool experience on the subject. My 
colleague Dr. Bramwell Cook of Anand tells me he has also seen several 
cases. 
The third condition is a rare one that simulated volvulus very 
closely. A man of 40 came in with a typical volvulus picture without 
evidence of strangulation with a 48 hour history. I did not take an 
X-ray, but even if I had (as I should have done) it would probably not 
have been distinguished from volvulus for both limbs of the pelvic colon 
were compressed and there was gross distension. I passed a sound by 
the usual method and there was some immediate relief. However the 
relief was not progressive and complete as is usual within 12 hours, and 
at this point I should have done a laparotomy to find out why there was 
not complete relief. However I mistakenly allowed 24 hours to pass 
because the patient was relieved of the worst of his symptoms but then 
the condition began to deteriorate rapidly and both temperature and pulse 
rose. I then did a laparotomy and found a most curious condition, the 
whole pelvic colon having passed under a congenital opening in the root 
of the mesentery. The rectal tube had entered the lower limb of the 
loop and partly decompressed it, but the upper limb was still full of 
semisolid faecal material, and there was strangulation of the loop though 
without obvious gangrene or perforation. I have referred the case to 
Dr. L. Chako, Professor of Anatomy at Vellore Christian College, and in 
her opinion the abnormality can be due to reversed rotation of the gut, 
although she has not seen a case. The patient collapsed in spite of saline 
and other measures. This case must therefore be put on the debit side 
of my experience with the method of conservative reduction. It is how- 
ever an extremely rare condition. Unfortunately a full post mortem exa- 
mination was not possible. 

Conservative Treatment. As already pointed out, a simple enema or 
a barium enema may occasionally reduce the condition, and this is quite 
safe provided normal pressures are used. In the ordinary case, when the 
diagnosis is definitely established, and there is no evidence of strangula- 
tion, the patient is placed on the operating table in the lithotomy position 
without any anaesthetic or morphia, and the sigmoidoscope introduced 
in the usual way, the bowel being distended a little before the advancing 
end with air by the bellows. The usual site of torsion is reached between 
15 and 25 cms. from the anus. The mucosa is seen to be folded spirally, 
and the condition of the mucosa examined. Some guidance in the 
direction to be followed may be provided by the X-ray, but it must be a 
definite rule not to advance the sigmoidoscope without having the lumen 
clearly in view, especially at the point of narrowing. This is not altogether 
as easy as it sounds, because in one of my cases the lumen passed far to 
the left, so that the right buttock came in the way of bringing the sig- 
moidoscope to the required angle. If adequate vision cannot be obtained, 
the method must be given up, and immediate laparotomy performed. 
In the first successful case I did, the passage was accomplished through 
the torsion without any force or difficulty by the sigmoidoscope itself, 
and it passed unexpectedly easily into the distended loop, and I was 
covered with a rapid stream of fluid faeces. In spite of this it was a 
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pleasure to see the abdomen visibly deflate, and the symptoms relieved. 
Generally a greased tube of the ordinary diameter of a flatus tube is 
passed easily under vision. It should be 60 crs. long to allow the sig- 
moidoscope to be withdrawn keeping the end of the rectal tube in the 
same place in relation to the torsion as it can easily be withdrawn un- 
intentionally with the sigmoidoscope leaving the whole procedure to be 
repeated under less pleasant conditions, the whole field now being obscured 
with fluid faeces. As the usual tube is only about 30 cms. long, I have 
attached another tube length by a connection before passing it. The end 
of the rubber tube is then fixed at the anus either by strapping or prefer- 
ably a stitch to the perianal skin. The tube is left in place at least 48 
hours. If reduction is not complete and all symptoms relieved within a 
few hours, the method must be judged inadequate, and laparotomy not 
delayed. In any case an X-ray to control reduction is advised in 24 hours. 

Operative treatment. This is reserved for those cases where stran- 
gulation is suspected or where the introduction of a tube has failed or it 
has not given rapid relief and some complication is suspected. I would 
like to point out that in the cases with simple obstruction only, the open 
operation gives no radical advantage over the closed one because in both 
cases the treatment is palliative only and only relieves the acute condition 
without relieving the underlying causative pathological anatomy. The 
treatment of cases of simple obstruction is the passage a rectal tube from 
below by an assistant while the surgeon guides it into the loop by touch 
having opened the abdomen. Then rapid distension occurs after which 
only manual gentle rotation will restore the pelvic colon to its normal 
position. In my opinion any more radical treatment is contraindicated 
in this stage because the bowel wall has been grossly distended and is 
best left alone. Some years ago when I was doing open operation on 
all cases, I had one come back to me with a recurrence, and thought I 
would prevent it occurring again by inserting a few sutures to fix the wall 
of the pelvic colon to the left iliac fossa peritoneum. My intention was 
to use sero-muscular sutures only, but I seemed to have damaged the 
thinned out wall and the patient died of peritonitis. After closure again 
the tube is left in for at least 48 hours and securely fixed. 

In cases where there is gangrene or threatening gangrene the state 
of affairs is quite different. I have not personally seen a case and my 
opinions are therefore second hand. If the gangrene is at the apex of the 
loop, the obvious treatment is exterioration by the Paul-Mickulic method, 
but unfortunately, the site of maximum damage is usually at the site of 
torsion when it cannot be safely exteriorised. Bruusgaard advises resection 
of the affected part followed by inverting and burying the distal stump, 
and bringing out the proximal stump as a colostomy. In some such cases 
an anastomosis can be done later to restore continuity. The mortality of 
all these operations is high because of the poor condition of the patient. 

The problem of recurrence. Treatment in the acute phase does not 
deal with this and the question arises whether it should not be dealt with 
radically in the quiescent phase. In the case of old or enfeebled persons 
who can get rapid surgical attention, it is in my opinion not indicated. 
But in selected cases it is probably indicated where the hospital has sufficient 
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experience in this type of surgery. At Ulleval from 1936 to 1946 seven 
such operations were done in four stages: 1. Caecostomy. 2. Exteriori- 
sation resection. 3. Closure of colostomy. 4. Closure of the caecostomy. 
This is time consuming but safe and all cases survived. Bruusgaard reports 
two cases operated on by Wangensteen 14 days after reduction of the 
acute volvulus with primary one-stage resection combined with intestinal 
suction through a nasal tube in the early postoperative stage. This is 
certainly the ideal procedure for selected cases where adequate experience 
exists. 
Summary 

The question of the incidence and treatment of volvulus of the sig- 
moid colon in this country is considered, 

A method of reduction of cases with simple obstruction only, by 
means of a rectal tube passed under sigmoidoscopic control is advocated. 

Provided proper selection of cases is made, and the method is carried 
out with due care, it appears from a published series of 168 treatments 
in 91 cases from Ulleval Hospital, Norway, that a large reduction of the 
motality can be hoped for. A small personal series of five cases supports 
this view, and the method is recommended for extended trial in India. 
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Uniform Accounting for Hospitals 


Grorce L. Terry, Assistant to Branch Treasurer, Methodist Church 
in Southern Asia, Bombay 


Any activity which affects the economic position of one or more 
persons or groups will need accounting to record and measure the change 
in the economic position of those affected. Hospitals as part of the mission- 
ary enterprise for the Kingdom are no exception. The administrator of 
a mission hospital must record the economic responsibility of the institution 
to its patrons, to its commercial creditors, to those whom it serves, and 
to itself as an economic entity. The administrator must also record the 
changes which alter the economic position of the above groups and indi- 
viduals. This article proposes to enhance the usefulness of the accounting 
system to the hospital administrator by considering I. The Principles of 
Accounting II. A Uniform Accounting System and III. The Place and 
Purpose of Cost Accounting in a Hospital. 

1, The Principles of Accounting 

Accounting is the science of recording and classifying financial 

transactions first, to determine the financijal equities of individuals and 


groups who have a financial interest in the enterprise and second, to 
provide financial data for the administration of the enterprise. Accounting 
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should appeal to medical people because it is scientific in that the results, 
that is the reports, can be duplicated by anyone else following the same 
principles and techniques. 

We will assume that any hospital whose activities are recorded by a 
multiplicity of financial transactions and which is responsible to several 
groups of interest will have a double entry system of accounts. 

Fundamentally, accounting centers about the equation: Assets equal 
Liabilities plus the Sponsor’s Equity. Sponsor’s Equity has various names 
in various enterprises. It may be called Net Worth, Capital, or Proprietor- 
ship. In the case of hospitals, Sponsor’s Equity would be the contribution 
of the Mission and others to the assets. Assets are those things owned 
by the hospital, Liabilities are those things owed by the hospital to others 
than the sponsors. Therefore if you subtract what you owe from what 
you own, that which is left is your net ownership of the assets, your 
“equity” which we choose to call Sponsor’s Equity. 

The fundamental concept behind double entry accounting is that for 
every possession or asset of the enterprise there is a corresponding res- 
sponsibility or liability either to a commercial creditor or to the sponsors. 
Therefore every financial transaction has a plus and a minus aspect, a 
debit and a credit. A few examples will illustrate. If your Mission gives 
you a building recorded at a value of Rs. 50,000, you have a thing owned, 
a plus, an asset, and a debit; but, you also have a financial responsibility to 
preserve the value of Rs. 50,000 for the sponsors, therefore a minus and 
a credit which you will call sponsor’s equity. Suppose a merchant supplies 
Rs. 2,000 of food. You have a plus, that is, an asset, and a debit but also 
you have a minus, a credit and you call it Liability, an Account payable. 
Now suppose you receive an income for services of Rs. 3,000 and your 
expenses were only Rs. 2,000. The net income of Rs. 1,000 would be 
an increase in an asset, probably cash, and therefore a plus, a debit; your 
corresponding minus would be that this becomes an obligation of the 
enterprise to the sponsor and therefore a minus and a credit. It would 
be called surplus and listed with the sponsor’s equity. 

From the above three examples you can readily see that if your incomes 
from all sources are greater than your expenses, your assets will incfease, 
(a debit) and your sponsor’s equity will increase (a credit); on the other 
hand, if your expenses are greater than your income, your assets will 
decrease and your sponsor’s equity will decrease. 

Now if we say that debits are the left side and the credits are the 
right side of an account, then a corollary of the fundamental equation, 
Assets equal Liabilities. plus Sponsor’s Equity, would be “debiting” and 
asset increases it and ‘‘crediting” an asset decreases it because assets are on 
the left side of the equation; “debiting”’ a liability would decrease the lia- 
bility, and “crediting” would increase the liability because liabilities are on 
the right side of the equation. 

Income increases assets (assets debited; income credited). Expenses 
decrease assets (assets credited; expenses debited). The effect of recording 
the incomes and expenses ip this manner is to affect only the left side of 
our fundamental equation, that is, Assets. Our next step then is to take 
the net difference between the expense debits and the income credits and 
record it on the right side of our equation as affecting the sponsor’s equity. 
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If the income credits are larger then the net credit balance of the income 
is debited to the income account “balancing” the account and the net 
credit balance is credited to the sponsor’s equity thus completing the right 
side of the equation. Both right and left sides of the equation were 
increased so the equation remains balanced. The expense and income 
accounts remain with no balance because the net difference in them has 
been transferred to sponsor’s equity. 

The schedule of expense and income, which every institution pre- 
pares, shows the figure by which the assets have been increased or decreased. 
A statement listing the accounts in the form of the fundamental equation 
A equal L plus SE will be called usually a balance sheet. 

The hospital accountant has the job of recording all the financial 
transactions of the institution and classifying them into their “plus and 
minus” effect on individual accounts. This is done in a book called a 
journal in which is listed chronologically the transactions and the debit and 
credit to the accounts. These debits and credits then are gathered together 
into the appropriate account. These accounts, which are simply the accu- 
mulation of the classified journal transactions, are known in total as the 
ledger. It is periodically from these “ledger” accounts that the net debit 
and credit balances are accumulated and the statements of income and 
expense and of the balance sheet are prepared. 

The fact that debits must equal the credits both in journal and ledger 
makes the double entry system of accounts a convenient check on the 
accuracy of the accountants work. It is from the fact that the left must 
equal the right side of the equation that we have the concept that “the 
books must balance’’, and that provides the mathematical base of accounting 
procedure. 


tl, A Uniform Accounting System 

It is seen from the above that it is the duty of the accountant to 
classify the financial transactions of the institution. In so doing he sets 
up definitions of ledger accounts, that is, he decides what sort of transac- 
tions will be accumulated under kitchen expense, and under out-patient 
income, for example. It can readily be seen that there would be no 
guarantee of consistency of definition of any particular account as formed 
by individual accountants in different institutions. Cash account probably 
being the only exception. 

This situation is of no consequence as long as the operation of the 
hospital is strictly a private affair. Whenever comparative information is 
needed between institutions of the same mission, or among members of 
the Medical Association for example, inconsistencies of definition make 
the accounting information almost useless for comparative purposes. 

A uniform accounting system would simply mean that the account 
titles and definitions of those accounts would be uniform. The form of 
presentation of the statements would also be uniform. There is nothing 
unusual about this. Trade associations for almost every industry and 
business recommend uniform accounting systems for their members. 

The advantage of a uniform system of accounts is obviously that com- 
parisons of financial performance can be made between institutions and 
standards of efficiency can be developed. This is possible because when 
you speak of laboratory expense for example, all the other administrators 
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will have the same concept in mind. They will all think in terms of the 
standard definition. You will not have a situation in which one thinks 
of the expense as including depreciation on sterilizers and another does 
not, for example. 

The need of uniform accounts will become crucial when mission 
hospitals are pressed to present consistent accounting information to the 
Provincial Governments either for the purpose of maintaining their present 
position or in working out details of co-ordination with Provincial medical 
schemes, as in the case of recent proposals of the government of the United 
Provinces, 

Real knowledge of institutional efficiency and the discovery of both 
strong and weak points in the operation of individual institutions which 
will provide information for improvement in efficient operation cannot 
be had without comparative accounting information. 


ill, Place and Purpose of Cost Accounting in a Hospital 


Cost accounting for a hospital is the analysis of expenses and the re- 
lating of these expenses to specific activities or elements of services of 
the hospital. In this way cost accounting develops standards of efficiency 
and rationalizes the charges for services the instjtution renders. 

Cost accounting obviously is simply carrying the classification process 
of the ledger into greater detail in the expense accounts. It seeks then 
to establish relationships between elements of cost and the activities of 
the enterprises. 

In cost work you are accustomed to thinking in terms of “cost per” 
something, be it per bed, per patient-day, per operation, per laboratory 
test, or whatever. The purposes of this information are; to give the ad- 
ministrator a basis for rational charges for services, to reveal trends in 
costs and the reason why costs increase or decrease, to reveal where truly 
significant savings can most readily be achieved, and to provide comparative 
information to check the performance of the institution with that of others. 

In this last purpose is apparent the most significant need for uniform 
definition of cost factors—the need for cost information between institutions 
to be comparative. All should be agreed on just what costs will be included 
in the “cost per patient day” for example. Will you or won’t you include 
the depreciation on buildings? It is a problem because the buildings are 
usually contributed by the mission and the patient’s fees aren’t expected 
to cover the replacement of the buildings. Yet this depreciation is a real 
cost, continuing every moment of every day and it must be provided for 
in the thinking of the administrator, 

If the hospital administrator is to be a real executive, and if he pro- 
poses to lead his institution in its financial affairs rather than simply follow 
the whims of circumstance because he does not know his financial trends, 
he must have the information provided by a uniform system of accounts. 

Administrators of mission hospitals in India can have these advantages. 
A responsible committee should be formed to: 

Determine account titles and coded number system of accounts. 
Determine account definitions. 

Determine cost formulae and their definition. 

Determine acceptable forms of reports. 

Check to be sure all types of transactions are provided for. 














Hospital Accounting 
Janerre H. Crawrord, Business Manager, Claraswain Hospital, Bareilly 


Accounting is a highly important part of the administrative work of 
hospitals—-and especially so in Mission hospitals. I say “especially in 
Mission hospitals” because I believe that we Christians who handle money 
given for hospital work aré in a very real sense stewards accountable to 
the giver. We should constantly be asking ourselves, “Are we using this 
money in the most efficient manner possible?”” We cannot answer that 
question until we know the facts and we cannot know the facts unless 
we have a good accounting system in use, for accounting is simply a 
systematic recording of facts. There are efficient and there are inefficient 
ways of recording facts and the more complex any organization grows, 
the more necessary it becomes to use an efficient system of recording facts. 

Years ago, hospital work was much more simple than it is today. 
Our Mission Boards would send out a doctor and he or she would put 
up a hospital, employ and train a few people to help and proceed to 
treat the sick. They had no laboratories, no X-rays and very very few of 
the modern facilities for diagnosis and treatment. Most of the money 
received came from foreign sources and book-keeping was very simple 
indeed. In the minds of many, the only use of book-keeping was to verify 
the honesty of the one handling funds. Even in recent years, that idea 
is still prevalent. While serving on a Mission auditing committee, I had 
it said to me “Why do we audit our books? We all know we are honest”. 
Another said, “Why must we keep books? We all know the money goes 
for a good cause.” 

Now I think you will all agree with me that the record of the financial 
transactions of any institution should reveal more than the honesty of the 
treasurer and the knowledge that the money has been spent in a “good 
cause”. Honesty is important—so is accuracy—many an honest person 
is not a good adding machine and certainly we do want to know that 
the money has been used for a good purpose. But we need to ask ourselves 
“What other facts should we know”? A Professor recently told his class 
“Don’t record facts just for the sake of having pages of reports. Record 
only those facts which you will use.” So if we are going to set up an 
efficient system of accounting, we must first of all. ask ourselves what 
should we know about the finances of our hospitals? What useful facts 
should this record reveal? 

I would like to give you a few questions which I think an efficient 
accounting system should answer and explain why I think it important: 

1. What is it actually costing the hospital to buy, prepare and 
serve food to staff, students and patients? This was one of the first 
problems I faced in regard to cost-accounting.. The nursing staff at that 
time were paying Rs. 6 per month for food, and complaining. They were 
quite sure that better food could be had for the amount of money they 
were paying. The hostel matron was quite upset over the complaints and 
a bad spirit was rapidly growing worse. I called the group together, 
gave each one paper and pencil and suggested we do a little figuring. I 
told them frankly I did not know what the cost of food was but thought 
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we should find out. We first listed the average amount of food one person 
consumed in one day. We discussed the number of chapatis, the amount 
of rice, the oil and ghee and all the major items of food that would be 
consumed by one person. Then we began to figure the cost of each item. 
After this we decided we should add fuel to the list, and the salary of those 
preparing the food. When all was listed, we totalled our column of ex- 
penses and multiplied by 30 to arrive at monthly cost per person. They 
were very much surprised to find that the total came to over Rs. 8 per 
month. It satisfied them. Complaints ceased and harmony prevailed. 

That method could be employed with a small group. A larger 
number of staff would make it more difficult. With a cost-accounting 
system, the facts could be arrived at very quickly, It seems to me highly 
desirable to know what food is costing. I think our staff should be paid 
a salary high enough to enable them to pay, for the cost of their food. 
In’ the end this will not increase hospital expenses and will give the staff 
a greater feeling of self-respect. 

2. What does it cost to operate the laboratory Department in your 
hospital? And what rate of charges should be in force to make it a self- 
supporting department? 

We who have come from the West know what a high rate of charges 
for laboratory work prevail there. The money received for this work not 
only cares for the expenses of operating the department but adds to the 
general income of the hospital. When a laboratory was first set up at our 
hospital, only a few simple tests were done. For these we fixed a small 
charge much lower than that in force in private hospitals in this country. 
We did not want the laboratory to be a source of income for the hospital 
but we did hope it would pay the salary of one technician. It did not 
do this. So when another doctor came along and advanced the theory 
that the laboratory should be a service department open to all and advised 
cutting the charge in half, we wondered what the result would be. How- 
ever charges were cut and more money came in for laboratory work than 
formerly. But we were still working blindly at the problem. Last year 
we advanced another step. On weekly sheets we had the total number 
of each type of test listed and sent from the laboratory to the office. 
Totalling these month by month and multiplying by the listed price for 
each test, we found the amount the hospital would have received had each 
test been paid for at the listed rate. The amount was so much we wete 
amazed. Beside that figure, we placed the amount actually received for 
laboratory work and the difference was even more amazing. Studying 
these figures we discovered that practically all laboratory work on dis- 
pensary patients had been free. One result of these figures has been that 
we have established a new system for collecting fees from dispensary 
patiests, whereby private patients are charged for laboratory work and 
only charitable cases get free service. We feel that this little bit of cost- 
accounting has been worthwhile. Of course to get a true picture, we would 
have to have the actual cost of operating the department and that will 
only come when we set up a real cost-accounting system. 

We should apply the same question to every department in the hos- 
pital. Only as we keep a record of the department costs and the depart- 
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ment income, can we arrive at any conclusion regarding the amount of 


fees we should charge. 

3. The next question grows out of the last one and its answer is 
a summary of department information. It is “How much charity work 
is your hospital doing?” 

I believe it is becoming more and more imperative that we stand 
ready to give an answer to this question and our answer should not be 
guess work. It should be based on facts which only a cost-accounting 
system can give. Hence it is very necessary that we set up a cost-account- 
ing system not only to satisfy ourselves and those who support us that 
we are operating an efficient institution and doing the best possible with 
what we have, but also to meet Government requirements. 

1 said that the first question we must ask, if we wish to employ 
cost-accounting, is ““What facts do we wish to learn”. The second one is 
“How do we go about it to set up a system which will give us these 
facts?” Here is where I should step down and the trained accountant take 
over, for only one with a good knowledge of accounting is capable of 
explaining the system to us and helping us to put it into practice. 

However, before I stop, I would like to recommend to you that a 
uniform system be worked out. In unity there is strength in accounting 
as in other matters. I would like also to say a word to those who work 
in small hospitals and fear the extra work and the expense. We need 
to remember that if the hospital work is light, the accounting will be 
correspondingly light. The most difficult time will be the first two 
months after beginning the new system that I grant you will be a strenuous 
time, especially for those with little or no clerical help. But after it is 
once established, I believe you will find it will not take much more time 
than the old system and the benefit derived will be worth the effort. As 
to the expense some things pay for themselves and to a certain extent L 
believe you will find this true with cost-accounting. 

As an example of how greater efficiency in system pays for itself, L 
would like to tell you of our experience in the matter of collecting Dis- 
pensary income. For many years small locked boxes were kept in the 
Dispensary, in which all money was placed by patients, doctors, or nurses. 
At different times different people were responsible for seeing that the 
patients paid. When it came to our attention that many who should pay 
fees were getting by without, we decided to try a new system. An 
additional man was added to the staff. An enclosed space was provided 
for him with a window on one side for women and on another for men. 
Small receipt books were provided—Each person who came to Dispensary 
was required to stop first at this window, pay and get a receipt—or have 
it marked “free service”. The increased income the first month more than 
paid for all the expense involved in the new set up. I have compared the 
figures for 4 months before and 4 months after this system was started. 
This shows that there was approximately the same number of patient visits 
to the Dispensary and the income increased by 50°. 

In the interest of greater efficiency in operating hospitals, we at 
Bareilly are planning to open a school for administrative workers. A 
young man who has been working as an, Assistant in our Business Office 
for the past five years is soon to go to America for study. We hope he 
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will return in 2 years with a Master's Degree in Hospital Administration. 
After his return we hope to start the school. Details regarding course of 
study are still in the making. Since many of our Mission Hospitals are 
small, our idea is that the course should give general rather than specialized 
knowledge. Students should study organization and management of Hos- 
pitals, become familiar with hospital terminology, learn how to keep 
records and compile statistics, learn something about the problems involved 
in purchasing hospital supplies, and have a course in hospital accounting. 

If this course of study proves to be as helpful as we hope it will, 
we will need the co-operation of all our Mission Hospitals. Uniformity in 
matters of record keeping and accounting will be essential. Hence I would 
like to see this body take some action in the matter. 

I would like to recommend the following books as the basis for our 
studies: 

1. Hospital Accounting and Statistics—American Hospital Associ- 

ation; 


2. Manual for Medical Record Librarians—Edna K. Huffman. 





ECHO OF GUNTUR 


Para. Is it true that a group of the delegates who were 
prevented by a railway breach from getting to Guntur held 
another Conference at Ongole? 


‘Dox. Yes for the first time the Biennial Conference was 
“Twins.” 


Para. And would you say the Ongole twin was a “breach” 
presentation? 











THE JOURNAL OF 
The Christian Medical Association of 


India, Pakistan, Burma and Ceylon 


Vol. XXV (PUBLISHED BI-MONTHLY) No. 1 


Annual subscription, including in ‘As. 5. 
Aaneel eubsmrigtinn, tor eta’ Coenaies, 63 08 4. Od 
(Payable to the Press) 


EDITORIAL COMMENT 


THE TWELTH GENERAL CONFERENCE 


There were 138 persons registered for the Guntur Conference. With 
the Nurses Auxiliary meeting with the members of the Association again 
after a period of four years hopes were high for a good Conference. Then 
the elements took a hand. The railroad went out near Ongole, 80 
miles south of Guntur, marooning 26 members there. Nothing daunted 
they held their own Conference thus enabling the Conference to achieve 
one distinction—the first General Conference to be Twins. This breach 
also prevented the arrival of the films for display and our distinguished 
guest, Dr. Paul Rhoads of Northwestern University. Another interruption 
to the Guntakal line prevented the arrival of the Chairman of the Program 
Committee together with the Kodachrome slides for the second evening. 
Passengers from the North awoke in the morning to find themselves in 
Secunderabad instead of Bezwada, and arrived a day late. 

Yet the Conference was a success. It brought together a group of 
47 doctors, 26 nurses and others into acquaintanceship and closer fellow- 
ship, it presented a few outstanding papers on clinical subjects and it made 
some weighty decisions. Three of these merit our consideration. 

The Association began as an Association of Christian Doctors. It 
still continues as such. However, as a result of the statesmanship of Rev. 
William Paton and Dr. Oliver it became recognized as the Medical Com- 
mittee of the National Christian Council with its full time Secretary the 
Medical Secretary of the Council. This arrangement has worked toward 
the mutual strengthening of both organisations. At Guntur a further step 
was taken when the Conference ratified the action of its Executive Com- 
mittee sending the annual budget of the Association to the N.C.C. with 
the request that the Council include the needs of the Association in its 
requests for funds from the West. Thus at the higher levels there is a 
substantial degree of co-operation between the Association and the Council. 

Conditions at the provincial level are less satisfactory. Almost from 
the outset of its existence the Association has planned for Area organisations 
of the Association with Sectional Secretaries in charge. While there have 
been some notable exceptions not a great deal has been achieved at these 
levels. Occasionally regional conferences have been held which have 
promoted fellowship. The cause of failure is not far to seek; in general 
the Secretaries have been overburdened with the work of their individual 
station or institution and it has been difficult to envisage a provincial 
program constructive in character. Yet it is an increasing conviction that 





Editorial Comment 27 
the further growth and effectiveness of the work of the Association lies 
at the provincial level, 

It is manifestly impossible for one Secretary to visit and try to correlate 
the work of over 200 hospitals scattered over this great subcontinent, 
As pointed out by our President ‘in his presidential address, not in the 
future but NOW we must take steps to integrate the medical work that 
we have, strengthening the more necessary units and drawing up a co- 
ordinated plan for each area. This must be done at the Area level. 

In the Provincial Christian Councils, the N.C.C. has its area organ- 
isations doing for each province what the central body strives to do for 
the subcontinent. Some of these for many years have had Medical Com- 
mittees of their own; others have none. Some recognize the Sectional 
Secretary of the C.M.A., others do not. In view of the little that we have 
been able to achieve as an Association at the lower level it would be 
unfair to say that there has been competition between the two bodies, but 
one may well ask why there should be two organisations at the same level 
with a common purpose. Why should we not seek to unite our forces 
in the way they have been united at the higher level in the expectation 
that with the strength achieved by union there would be greater achieve- 
ment? The Executive Secretary of the Christian Council of India, Pakistan 
and Burma is a member of our Association and it was our special good 
fortune to have Dr. Manikam present for part of the Conference at 
Guntur. With his advice and help the Conference took steps to place the 
Association and the Council at the provincial level, on the same footing 
as they are at the higher level. It is to be hoped that the action taken will 
in some measure assist in increasing the effective work of both organisations, 

A notable example of what can be achieved in this line is evidenced 
by what has been accomplished in the development of an overall program. 
by the United Boards of Christian Work in the two Punjabs. Faced with 
a most critical situation following Partition which involved the very 
existence of almost every unit of work, these two bodies have met together 
viewed the provincial situation as a whole and drawn up an overall 
program. From the standpoint of health they have formed a committee 
of members of the Association and nurses and have taken steps to strengthen 
the more strategic units at the voluntary sacrifice of others less strategic. 
The situation that confronted them almost in a moment of time is facing 
the work everywhere. The emergency drove them to this course of 
action. The same situation definitely confronts us; we suffer because 
the emergency is not yet apparent and we falter from confronting it 
until we have to. 

A second problem arose in connection with one of the major projects 
of the Association, Christian Medical Education. Three institutions of 
Christian Medical Education have been carrying on their work in India. 
Vellore as the first and only Christian Medical College has now for ten 
years held top priority. This has been the considered policy of the 
Association. In fact Vellore is the realjsation of the plan of the Associa- 
tion to have one Christian Medical College for the whole of India. Early 
appreciation of the magnitude of the financial and personnel implications 
had limited the program to one such institution. If anything the difficulties 
of raising the necessary funds and finding the necessary staff have been 
greater than anticipated. 
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Vellore’s location deep in the South has tended somewhat to detract 
from its character as an All India College, at least this is what some in 
the North say. The College authorities have done everything possible to 
zdmit students frorn the north. One of the things difficult of impressing 
on northerners is the fact that Vellore is turning away far more applicants 
from the South than from the North. There is therefore this cry from 
all sides asking for ‘more admissions. But more admissions depend not 
only on more hostel accommodation and more staff but on more teaching 
beds in the Hospital, ten additional beds for each additional student, 
and the additional nursing staff to service these beds. 

The policy of Government which confronted the Missionary Medical 
School for Women at Vellore 12 years ago is now facing Miraj and 
Ludhiana. Bombay served notice of the abolition of licentiate training 
from 1948. In 1947 the Committee on Christian Medical Education 
of the Association considered the proposition that had been submitted to 
Miraj by local groups and regretfully stat-d that it could not support it. At 
the time the Committee recommended hat if at any time the Association 
should consider a second Christian Medical College it should be in the North. 

Early in 1948 it seemed that Ludhiana would have to close its doors 
because of the attitude of the Provincial Government. Later in the year 
the attitude changed and Government permitted the continuation of 
licentiate education up to and including a class to be taken in 1952 at 
which time “the position would be reviewed.” Ludhiana therefore began 
to consider plans for upgrading after 1952 from such time as Vellore 
achieves recognition and a stabilised plant. To this end the constitution 
was revised to make it more of a union institution. Plans were made as 
soon as male members of faculty could be secured and hostel accommodation 
provided to make the School co-educational. As time went on however, 
further advice from Government was to the effect that licentiate training 
would cease with the class admitted in 1952. 

Early in 1949 the Ludhiana Board sent their program for upgrading 
to college to the C.M.A. for consideration and it went to the Association's 
Committee on Christian Medical Education. This Committee is com- 
posed of two nominees each from the three institutions, the President 
and Secretary of the Association, the Executive Secretary of the 
National Christian Council and two nominees of the Association. 
The latter were Dr. John Vroon of Lahore and Dr. P. D. 
Sukhnandan of Mungeli. An entire day was spent on this problem in 
August at Vellore. Almost as much time was spent in separated periods 
at Guntur. Although the program drawn up by the Miraj Medical Centre 
for postgraduate education was in the hands of the Committee it was 
unfortunate that neither of the two representatives were present at either 
meeting thus making it virtually impossible to draw up a program for 
the three institutions. The meetings were characterised by sympathetic 
frankness and a dependence on prayer. On the one hand was the fact 
that in spite of the money and staff assembled at Vellore it was still below 
the standard necessary as well to secure full university recognition as to 
adequately care for the forty four students admitted annually. To consider 
the embarking on a similar program before Vellore was completed 
seemed to some the utmost folly. On the other hand was the undoubted 
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need for a Christian Medical College in the North, the implicit faith of 
those there that it was God’s will that they go forward, and apparent 
evidences of that guidance. 

The result arrived at*® may be questionable. The only thing that can 
be said for it is that it is a unanimous decision arrived at after careful 
consideration and prayer. Further procedure on the part of Ludhiana is 
also dependent on securing the assuratce of the substantial government 
help that has been suggested as available. We must continue earnest in 
prayer for continued guidance in this vital matter. 

Public Health, the constructive side of Medical Effort has long been 
before the Association. Its importance has not only been recognized but 
has been the subject of many declarations of policy in the resolutions of 
the Association. Unfortunately little has been done. Most of the members 
are so overburdened with the task of medical relief that they have not 
been able to consider it as a part of their present work. There are a few 
exceptions. Ten years ago Dr. Oliver succeeded in finding the money 
and getting the appointment as Health Secretary of the Association of a 
nurse who had shown particular ability in this line. Unfortunately before 
she could take up the appointment she passed away. Last year the 
Foreign Missions Conference of North America set aside money for the 
employment and work of such a Secretary, but unfortunately up to this 
time no one has been found willing and qualified to take up the work. 

It has been the contention of séme that one of the obstacles to the 
carrying on this work or at least the making of a beginning in it has 
been due to the feeling that to do Health Work we must have a fairly 
cornprehensive program. Much, such peozle feel, could be done in the 
distribution of leaflets, use of audiovisual aids and conversations by 
doctors, nurses and hospital evangelists with the hospital patients and 
their relatives and the incorporation of such work in that of village 
centres and by rural workers. 

During the last year one of our members has made significant begin- 
nings in this line. Dr. Gladys Rutherford of the Baptist Mission in the 
East Punjab has been on loan to India Village Service and has been 
working on these problems in a small village in the U.P. Her purpose 
is to choose first the problems both of the most importance: and at the 
same time simplest of approach. Armed with these simple procedures 
she had carried on training courses in the village for workers in India 
Village Service, mission agents and workers sent by Government. Blessed 
with a facile brush and a keen sense of humour she has translated her 
attack on these problems into series of “jet men” drawings on Malaria, 
Itch, Tuberculosis, Flies, Hookworm, Cholera and the Village Well. 
With the assistance of a loan from I.V.S. these are now being produced 
as flash cards by the North India Tract and Book Society.** They have 
also been produced in film strips available from Dr. Don Ebright, 37 
Cantonment Road, Lucknow. 

It was unfortunate that so few were able to be present at the Guntur 
Conference to hear Dr. Rutherford and to see the demonstration of her 
work by flannelgraph, roller theatre and flash cards. It was still more 
regretable that the consignment of flash cards did not arrive from the 
Press in time so that those who were present and enthusiastic about her 
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work could not take back with them samples to show their friends. 
While it does nat yet seem possible for us to have a Public Health 
Secretary it is the hope of your Secretary that these aids may have a 
wide circulation and be put into use immediately in our Hospitals and 
rural centres thus providing a beginning in the work of Health Edu- 
cation. The Conference did urge that some of the money set aside for 
the work of the Public Health Secretary should be used to help Dr. 
Rutherford set up a training institution for Village Workers.* The Con- 
ference also asked for support for the Madanapalle Program from the 
same source. 

While these three subjects have been chosen for detailed presentation 
there were other important matters raised and decided. The increase in 
the budget of the Association consequent on the maintenance of two 
Secretaries combined with the failure to realise thus far the help expected 
frora the Home Conferences confront the Association with serious financial 
problems. In order to help meet this in a small way the Conference 
voted to increase membership fees by Annas eight per year so that the 
full membership including subscription to the Journal will now be Rupees 
Seven instead of Six eight for all members receiving more than Rs. 100 
per month income. On the other hand consideration was given to the 
request now before the Association for some time that several members 
be allowed to share a single Journal and the Conference voted to allow up 
to three persons at the same address’ to pay annual memberships of Rs. 2 
each and share one Journal. These actions will be brought into effect 
from January 1, 1950 and it is hoped will add appreciably to our present 
number of 600 members.**. However, the greatest need is for our 
Christian Hospitals to send in their annual donations to the Association. 
So far less than half of our hospitals have been sharing in this privilege. 
It seems hardly fair for others to take advantage of their loyalty. If your 
Hospital is not already included in the list please start the New Year right. 

The sum of Rs. 8,338 is at present in the Oliver Fund. This sum 
was voted to be invested and the income administered as scholarships for 
Christian Medical Students. It was also agreed that the Hospital Siunday 
Offering for 1950 be devoted to this Fund to try to make it possible 
to give more than one scholarship per year. 


* p. 78. ©? 5, 56, E.W.W. 


MEDITATION 
HOSPITAL EVANGELISATION?! 

As you see from the program, our subject for this evening is 
“Hospital Evangelisation”, that is the preaching of the gospel message 
and truth in a hospital or a place where the sick, the wounded and the 
suffering are received and treated for amelioration of their condition, 

This is a great and a wide subject, too wide for a young minister 
like myself. It would have suited better if one who is both a minister 
and a doctor were to speak. I shall, however try to express myself as 
much as I am able, from the experience I have had in this Hospital 
during the last five years. 


* Presented at First Assam Christian Medical Conference, 1949, 
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I wish to stress on the following four points on the subject and 
they are: 

1. The need of hospital evangelisation. 

. The difficulties of evangelisation. 
The ways and means of evangelisation. 
. The facts to be remembered. 

. The Need of Hospital Evangelisation. 

(a) Let us first think of the patients—These brothers and sisters of 
ours have been made the victims of suffering, due to the fact that some- 
thing foreign has entered into their system. This may have been due 
to their own carelessness or misunderstanding of the laws of nature or it 
may be due to the carelessness of others or when they attempt to help 
and save the lives of other suffering brothers and sisters. 

These persons having different constitutions, different ages and posi- 
tion, suffer from different diseases, these burdened with pains and sorrows 
are victims of the disobedience of Adam and Eve and victims of death— 
some of them blessing God and some of them blaming Him. Some 
are facing the struggle of their conscience, when they remember the sins 
of yesterday and the punishment in the future. Some of.them doubt 
the power of God in Christ and die in despair. I remember a patient 
here, who told me that Jesus has saved her soul at the time she first 
entered the hospital, but at the end she died with the words “No for- 
giveness for me”. I tried to remind her that Our Lord is able to save 
them to the uttermost that come unto God by Him, seeing He ever liveth 
to make intercession for them’’. Even then she uttered the words “No, 
no forgiveness for me’ and, she then died, There are some, again, like 
our Job of old who cried “Oh that I knew where I might find Him”. 
Some of them want to die before their time though they do not know 
how to die and what would follow. 

It is indeed a problem—-human suffering is one of the four great 
realities in the world, namely, human sin; human suffering, human 
poverty and human need. They need the Gospel of Him, Who shall 
never break a bruised reed and shall never quench a smoking flax and 
who invites us “Come unto Me all ye that labour and are heavy laden 
and I will give you rest.” 

(6) Let us now consider the visitors, whose loved ones and dear 
friends are lying in bed, some for weeks, for months or for years. Just 
imagine what they think and how they feel. Some of them are watching 
and looking after them with hearts full of sighs and eyes full, of tears— 
their cars are filled with their groans. Many may be present and many 
may be absent at the time of death of these near and dear ones. Oh, how 
great is their burden—burden of grieve and bereavement. Who will 
give them the strength? What remedy is there? There cam be nothing, 
but the Gospel of Him who makes the lilies of the fields and Who feeds 
the fowls of the air and Who said “He that believeth in Me, though he 
were dead yet shall he live—I will not leave you comfortless—Peace I 
leave with you—-My peace I give unto you not as the world giveth, 
give I unto you.” 


(c) Coming now to the Doctors and the Nurses: in whose hands and 
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care thousands of lives are entrusted. As has been said above, various 
types of patients and of diverse diseases come to them for help. One, 
therefore, needs skill and wisdom, knowledge and understanding, and 
above all the spirit of love and sacrifice. Who will give all these in their 
very real sense? Except the Great Physician, Who is Himself the Power 
of God and the Wisdom of God, full of compassion and Whom Dr. 
Livingstone called a Medical Missionary. “God” said he, “Had an Only 
Son and He made Him a Medical Missionary.” 

Sometimes patients died in your very hands, under treatment, or at 
operations. What a shock! What a discouragement! Who will strengthen 
you? Who will encourage you to make the next attempt? Save Your 
faith and trust in the guidance of THAT UNSEEN HAND Who knows 
our weakness and fallibility and Who is Love Himself. 

(d) Even the workers and Jabourers in the different categories. They 
are to be taught and influenced by the Spirit of Christ who wants us to do 
things for the Glory of God. If we want to make our Hospital praise- 
worthy. 

(ce) Let us come now to The Gospel itself. “Gospel” means, as we 
knuw God-story or good story a story full of joy and salvation. In it 
nothing that is sad and despairing can be found. The Gospel of the 
NAME that charms all fear; that bids all sorrows cease; which is music 
to a sinner’s ears, full of sweetness and peace, as one in one place said. 
A Gospel which we are to proclaim to all men everywhere—“GO” said 
Jesus “and teach al! nations and as ye go, preach, saying, The Kingdom 
of Heaven is at hand. Heal the sick, cleanse the lepers, raise the dead, 
cast out devils, freely ye have received freely give.” A Gospel of free 
salvation and abundant forgiveness that even a malefactor on the cross 
can be with Him in paradise the moment he repents. The Gospel itself 
compels us to see the need of hospital evangelisation. 

Why were hospitals founded? What is the reason? In one book 
named “In the Steps of the Good Physician” it is written like this “The 
first hospital in Europe was established by a Christian woman, Fabiola; 
the first asylum for lepers was erected by a Christian Bishop, Basil of 
Cesarea; the first refuge for the blind was started by a Christian monk, 
Thalasius and the first free dispensary was established by a Christian mer- 
chant, Appolonius” Why? What is the reason? Nothing, I believe but 
the obedience to the command of Our Lord—to follow His steps. They 
want to preach Him in action so that men may know the Love of God, 
the Fatherhood of God and the Brotherhood of mankind. It is one of 
the chief concerns of the Church. If we do not do it we are not His 
followers. Time and money to be spent; body and mind to be sacrificed 
in order to witness the power of His love and the meanings of its suffering. 
So if we do not see the need of evangelisation in our Hospital we betray 
ourselves. In short, hospital evangelisation, is its very work itself—and 
any hospital which has no Christ’s Message or the spirit of evangelism 
cannot be a real and a well-organised hospitai. 

II. The Difficulties of Evangelisation in a Hospital. In every hos- 
pital, I believe, obstacles of various kind will be encountered. How is 
one to preach to those who are very weak and in a dying condition—the 
superstitious, and the careless; the religious and the irreligious; the edu- 
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cated and the uneducated; the intelligent and the ignorant; those who 
raise questions and those who never speak. How to preach to those who 
want us all the time and to those who do not? There are also our 
Church members who deny that they are so and vice-versa. How to 
preach to those who know more than we do. How to speak to those 
whose burdens we do not know. How to speak where we do not under- 
stand their language? These are some of the difficulties which I believe 
all of us have seen in hospitals. 

How to preach, then or how to evangelise in a hospital? Now 
comes my third main point— 


Ill. The Ways and Means of Evangelisation. 
There are three ways— 
The preaching by words 


The preaching by deeds 
The preaching by character and living. 


(a) The Preaching by words—This is a very poor way of preaching 
the Gospel, especially to those who are in suffering. We cannot do much 
help to them. We may speak about the things which we ourselves do 
not understand. We may speak one thing today, to one man another 
thing tomorrow to another. We can speak the whole day but without 
conveying any meaning at all. We may speak from our heads but not 
from our hearts. We may speak simply from what others say about 
Christ and his love but not as we ourselves have known Him. We may 
speak from books but not from experience. We may rather preach about 
ourselves instead of preaching Christ. Can there be any help and light 
in such cases? No. So we cannot help much our suffering brothers and 
sisters in their burdens. In fact, a speaker emphasizes and “interprets 
simply what the doctors and the nurses are doing for the patients. How 
then should we preach? 

Besides our prayer meetings, the reading of the scripture passages, 
we may sing the love of Christ if we have no words to speak it out. We 
may also try to make them understand that the place of suffering is a 
place where we learn new and better things, both physical and spiritual. 
Suffering is a place of testing one’s standard of faith and practice. Suffer- 
ing is a place of vision ¢.g. Jacob saw God himself standing at the top 
of the ladder when he was alone in the wilderness of Bethel, or Daniel 
in the den of lions saw the hand of God, as Rev. T. B. Phillips told us 
yesterday, that suffering is an evidence of God’s mercy to his people—he 
reveals himself clearer to us when we are in suffering. We should remind 
our patients all these facts and to me these seem to be the solution of 
the problem of suffering. 

A place of testing either for victory or defeat in the battle of 
spirituality and also a place of vision of the Christ of Stephen who sat 
upon the throne. It may be asked how I know that and my answer is 
“I know it by faith”. 

A sinner who is justified in Christ believes this. Therefore it is 
for us to urge upon our brothers and sisters to have strong and true faith 
in Christ alone. Let us preach our faith by faith. 


3 
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We should also remember that our words do not hurt the feelings 
of our friends in their trial, not forgetting that we are also: liable to the 
same suffering they are undergoing. 

(6) Preaching by Deeds—Preaching by deeds so to say is a very 
great and powerful way and greater than sermons moreover when we 
remember the deaf, the dumb, the blind, the children and, as I have said 
above, some of them speak different languages. A deaf man watching 
our deeds and actions, a blind man teeling the touch of our hands. Good 
deeds in the spirit of Christ bring with them hope, comfort and power 
to bear one’s suffering and eyes to see the love of God for Him. 

Let us show ourselves that we are really the lights of the world and 
through us they will know Christ who himself is the greatest light. 
General Chiangkaishek, it was said, was converted into Christianity 
through the work of a medical missionary. A doctor in China had built 
up an efficient hospital through years of toil and self-sacrifice. When 
the Communist wing of the Nationalist army swept northward they 
looted his hospital and left it in ruins. All the work of the years went 
down in a crash. This is not an easy thing to forgive but undaunted he 
followed the army and attended to its sick and wounded. When Chiang- 
kaishek saw this he asked his wife, “What makes this foreign doctor 
tend to the sick and wounded when these very men destroyed his hos- 
pital?” His wife who was a Christian replied “It is Christianity”. Then 
said General Chiangkaishek very thoughtfully “I must be a Christian”. 

In this great land of ours-—India, it is very interesting to remember 
the medical mission through which Krishna Chandra Pal, the first Indian 
Christian and the first preacher of the Gospel to our Hills here, was 
converted to Christianity. Even in this hospital many have become 
Christians not because of my words as a preacher but because of the loving 
hands and care of those who love their Master. Preaching in actions 
speaks louder and clearer than the preaching by words. 

(c) The Preaching by Character and Living—Sometimes we come 
across many patients who are very obstinate, disobedient, ungrateful in 
spite of all that has been done for them. There are also those who 
want all the doctors and nurses to attend only to them. There are also 
those who in order to get more favour than other patients attempt to 
offer money or other gratifications. There are also patients who, when 
they are discharged, speak ill of the doctors and the staff. These are the 
things we come across in a hospital and it is by our lives, our character, 
our honesty, our spirit of love and meekness and patience that we can 
prevent this. 

Our Lord conquered by these qualities and we also shall conquer 
likewise. The preaching by this method is the highest and best. It is 
the only language that can be understood by all-—that is the speaking of 
tongues in the book of the Acts. In it lies the soul of all Christian medical 
mission plans—to lead people to the knowledge of true and living God 
in Jesus Christ. The Love of God and his fatherliness. Words and 
actions have their weakness but with the power of true Christian living 
the whole of God can be revealed to anybody. This is the meaning of 
preaching by living—a living that takes trouble upon one’s self in order 
to save his friends—a living that feels one’s suffering as his own. Yes, 
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a living that lives out the very life and death of Christ which is the only 
interpretation of the love of God for humanity—no tongue, no work, no 
goodness that are able to explain or reveal the meaning of the Cross save 
a life of Crosses. Paul said “I am crucified with Christ nevertheless I 
live; yet not I but Christ liveth in me”. And in another place he said 
“Always bearing about in the body the dying of the Lord Jesus, that the 
life also of Jesus might be made manifest in our body. For we which 
live are always delivered unto death for Jesus sake that the life also of 
Jesus might be made manifest in our mortal flesh. 

IV. Facts to be remembered—(1) The Mission of our Lord 
“THESE THINGS I COMMAND YOU THAT YE LOVE ONE 
ANOTHER”. 

(2) Our Lord’s keynote in His earthly ministry is Healing-—Healing 
man’s body and soul. He did 33 miracles out of which 25 were miracles 
of healing, miracles of mercy and compassion. Why did he take so 
much interest in this? 

(3) Let us remember the parable of the good Samaritan—-“Go and 
do thou likewise”. 

(4) Let us remember His own sufferings—suffering with our wret- 
ched humanity in this dry and tearful world. 

(5) Let us remember that medical work is the second profession in 
the world. 

(6) Be wise as serpents and harmless as doves. 

(7) Let us bear in our body the marks of the Lord Jesus. Before 
I close I should like to read a passage from Matt. 9: 35-38. 

(8) Let us speak out His message, do His work, be like Him and 
live His life and make our Hospital—Christ’s Hospital. 

Rev. E. M. Cxuitai 
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~T shall be grateful if you will answer a query about T.A.B. inocula- 
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As I understand it according to orthodox teaching it is necessary 
to give one initial dose of ‘25 c.c. followed at an interval of a week to 
3 months later by a °5 c.c., the second dose giving the immunity, although 
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this immunity may be renewed by a simple small dose every 2 years 
following the original two injections. 

According to local practice by doctors and Public Health authorities 
a single dose of 1 c.c. if given both to contacts and for routine immuni- 
sation, both for typhoid and cholera, and this seems to be effective. 

What is the explanation for the discrepency? 

Is it possible that in a country where typhoid is endemic most people 
have already a partial immunity corresponding to the first dose, and the 
single dose given acts in the same way as the second dose should act in 
a person who has never been exposed? Or is the practice wrong? Or 
am I mistaken as to the correct method? I shall be most grateful for 
your opinion. 

Winirrep Brown 
Kannanmolla, Trivandrum. 


The routine procedure followed for cholera as well as typhoid inocul- 
ations, is by giving a single dose of 0°5 c.c. followed by a second dose 
of 1°0 c.c, at an interval of 7 to 10 days; or alternatively, to give one 
single dose of 1°0 c.c., in case the person inoculated is not likely to turn 
up for the second inoculation, as in the case of mass inoculations by the 
Public Health Department. 

If a person has been immunised with T.A.B. vaccine on a double 
dose system, the immunity acquired may be kept up annually, by a 
single dose of 0°5 c.c. every year. 

The immunity conferred by a single dose of 1°0 c.c. is due to 
the amount of antigen injected at one inoculation. This immunity is not 
likely to be so lasting as in the case of the double dose system of inoculation. 

The explanation suggested is therefore not correct, as immunity 
is not due to partial infection in an endemic area. 


J. C. Cornexrus, M.A., M.D., Ph.D. (Lond) 
M.P.H. (Johns Hopkins) 
Prof. of Bacteriology, Vellore. 


NEWS NOTES 


October 20th and 21st were gala days at the Clara Swain Hospital 
of the Methodist Mission at Bareilly, U.P. The meetings were held under 
the Chairmanship of Rt. Rev. J. Waskorn Pickett and the distinguished 
guest was Rajkumari Amrit Kaur, Hon'ble Health Minister to the Gov- 
ernment of India. The celebrations marked the 75th anniversary of the 
arrival in India of Clara Swain, the first woman Medical Missionary to 
the Orient, and also the opening of a beautiful and functioning block in 
memory of the Rev. Fred M. Perrill, father of the present Medical 
Superintendent. We hope to present a fuller Account in the next Journal. 

The Jubilee Chapel at the London Mission Hospital, Jammalamadugu 
was opened and dedicated on Sunday, October 30th. The Rt. Rev. 
Bishop Sumitra dedicated the chapel. The Rt. Rev. Bjshop A. B. Elliott 
preached the Sermon and Lt. Col. J. M. Skinner, I.M.S. formally opened 
the Chapel. At 9 p.m. a Tableau and Play “The Gateway” was produced. 
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The Women’s Christian Medical College, Ludhiana has recently 
welcomed two new members to the staff, both of them in the Surgical 
Department. Dr. William John Virgin, M.D.,M.Ch. (Orth), F.R.C.S. 
(Ed) returns to India after previous war services here. Dr. Stuart 
Bergsma, M.D., formerly of the United Presbyterian Mission at Taxila is 
the second new addition. 

A recent issue of the Statesman contained pictures of Dr. and Mrs. 
H. Gordon Roberts who have returned after retirement to set up medical 
work in Assam. 

Dr. Harriet Davies for 15 years in charge of the American Pres- 
byterian Hospital at Kasganj retired at the end of that period only to come 
out at the age of 70 as a worker in Refugee Relief in 1948. She has 
worked since then in the United Presbyterian Mission at Sialkot and in 
the United Christian Hospital at Lahore. She recently visited Kasganj 
on her way back to America. 

The July mumber of the Bulletin of the Council on Christian 
Medical Work of the Chinese Medical Association has been received. It 
contains the provisional Constitution and Bye Laws of the Council together 
with Minutes of the oth and roth. Executive Meetings and Report of 
the Executive Secretary. We are glad to learn of the improved health of 
the Medical Secretary, Dr. W. S. Flowers but regret that his health has 
occasioned his resignation. Miss E. D. S, Silver, Nursing Secretary has 
resigned because the winding up of the British Red Cross in China which 
supported her. Dr. K. C. Wong, Associate Secretary has taken over a 
part of the Field Secretary’s work. Dr. B. E. Read, Director of the Henry 
Lester Institute of Medical Research and an active member of the Council 
passed away on June 13th, 1949 at Shanghai. 

Dr. Dorothea Wigfield of the Karimnagar Hospital left in Novem- 
ber for England. 

Dr. D. O. Troyer of the American Mennonite Hospital at Dhamtari, 
C.P. has left for America. 

As yet there is no further official news concerning recognition of 
Foreign Degrees for Registration. This was one of the subjects touched 
on by the Honourable Minister for Health when she addressed the Indian 
Medical Council on October 15th. A decision is hoped for carly 
in 1950. 

Dr. Norman Macpherson of the Christian Medical College, Vellore 
has gone to England on leave. 

Dr. Constance Whittaker (Mrs. F. H.) has returned to Medak. 

















SECRETARIAL NOTES 


Ludhiana and Delhi. October sth—11th. 

With great regret gave up my tour of West Pakistan planned for 
mid-October in the course of which I had hoped to spend some time with 
Dr. Harold Anderson of the C.M.S. Board. The weather at Guntur had 
prevented the arrival at the Conference of Dr. Paul Rhoads of North- 
western University Medical School visiting India at the instance of the 
American Presbyterian Board. However, reference to the itineraries of the 
two gentlemen showed that they were to be at Ludhiana on successive 
days, so on the 5th of October off by plane for Delhi and thence by 
Frontier Mail to Ludhiana. Arrived on the 6th morning to be assigned 
quarters in the Presbyterian compound where the Punjab Mission was 
meeting. Made very comfortable there and over to the College at nine 
to meet Mrs. Rhoads and Emily and soon Dr. Rhoads. Spent a profitable 
day with him. 

The following morning Dr. Anderson arrived with Dr. John B. 
Wyon recently come to India and opening up again after 115 years the 
Medical Work of the C.M.S. in the U.P. Chatted with him while Dr. 
Rhoads and Dr. Anderson had a conference before the former left for 
Delhi en route to Syria. After tea going around the School and Hospital 
again with Dr. Anderson and interested at his searching questions and 
the features which he noted. On Saturday morning spent the first 
hour with Dr. Cooke on the Guntur Minutes then an hour with Anderson. 
Welcoming Norman Macpherson of Vellore who was to accompany Dr. 
Anderson on his Pakistan tour on his own way on furlough. Another 
useful hour with Dr. Anderson after tea and then bidding him farewell. 
Off myself that night for Delhi feeling somewhat under the weather. 

Arrived feeling no better and after making my way to the hospitable 
home of Dr. and Mrs. Bisbee took to my bed. In the afternoon came 
Dr. Benjamin for a conference. At dinner meeting Mrs. R. C. Wright, 
Dean of New York City College at present visiting colleges in India and 
Pakistan and hearing news of the Bisbee’s son who as a member of the 
U.S. embassy staff had gone into Tibet to bring out Lowell Thomas the 
American Radio Commentator. Monday at desk and in the afternoon 
to Secretariat for conference with Dr. Benjamin. Late that night to 
share his room and off before daylight to the airport for a speedy flight 
to Nagpur. 


Incidentals, 

October 14th. To the ajrport for a short visit with Dr. Robert 
G. Cochrane of Chingleput on his way to Delhi after his return from 
Furlough. 

October 17th came Rev. T. N. Hill and Dr. P. D. Sukhnandan for 
a meeting of the Pendra Road Executive on the 18th to which came also 
Dr. E. M. Martin, Dr. K. K. Chaturvedi and Dr. E. W. Whitcomb. 
Bareilly and Kasganj. October 19th—26th. 

Off by plane to Delhi with just time to catch the evening train to 
Bareilly for the 75th anniversary of the coming of Dr. Clara Swain and 
the opening of the Fred M. Perrill Memorial Block of the Swain Hospital. 
Arriving at 2.30 a.m. dossed down in the waiting room till 7 and then 
out to be welcomed by Dr. Charles and Dr. Wilma Perrill. Found my 
room-mate to be Dr. Sherwood Hall of Madar Sanatorium with his new 
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issue of Christmas Seals. Had the very great privilege of touring the 
Hospital in company with the Honourable Rajkumari Amrit Kaur and 
Bishop and Mrs. Pickett and saw much of interest in the field of con- 
structive ingenuity. At coffee in the bungalow met Mr. and Mrs. Steeve 
of the American Embassy. 

Detailed reports of the celebrations will appear in a subsequent issue. 
Suffice it to say that the meetings were inspiring, the two days rich in 
the opportunity to meet new friends and members and to come to appre- 
ciate more the high qualities of the Health Minister. A scene long to 
be remembered was in the drawing room after the functions were over 
and before supper when the group of doctors and nurses around the piano 
singing hymns opened and disclosed the pianist to be the Honourable 
Minister for Health. 

Off on Saturday morning on the railway known as the “Old Testa- 
ment” and the “Old and Tired” (Oudh Tirhut) and it was to Kasganj 
to talk over plans for Health Work growing out of the Guntur Conference 
with Dr. Rutherford. Met by her at the station and guided to Rev. 
Ogden’s bungalow where I stayed and then to the Hospital Bungalow 
for lunch with Miss Murray and Miss Gleason. Talking with Dr. 
Rutherford in her studio while she coloured roguish jet men. After tea 
around the Hospital with Dr. Eva Greenwold who has been on the staff 
for 15 years and in charge for the Wlast two. At present she is single 
handed carrying on this 60 bed hospital which sometimes has 120 patients. 
Sunday and Monday talking over problems of Hospital and Health. Off 
Tuesday noon in a station wagon, highly decorated in anticipation of the 
arrival of Dr. Harriet Davis, for long the Superintendent of the Hospital. 
Some readers will remember that after retirement she returned in 1947 
for two years Relief work first in the Memorial Hospital at Sialkot and 
then the United Christian Hospital in Lahore. She was visiting Kasganj 
on her way home but, alas, did not arrive that day so I got on the 
B.B. & C.I. which as far as I was concerned was “Bumping, Bouncing 
and Clattering” as it jiggled, shook and rattled so much that one could 
neither lie down comfortably or sit and read. Reached Muttra for tea 
and that night by Grand Trunk to Nagpur. 

Meetings. 

November 2~4. Functions at Council Lodge and at the homes of 
friends to welcome Miss Ruth Ure, former Secretary of the N.C.C., now 
returned on October 22nd to join the staff of the Christian Council as 
Literature Secretary and Rev. Charles Ranson, former Methodist Mission- 
ary of Madras, Secretary of the N.C.C. and now Secretary of the Inter- 
national Missionary Council spending these three days in Nagpur on his 
way to the East Asia Conference at Bangkok. On two valuable mornings 
sat in with the Christian Council Secretaries at Staff Conference with 
es discussing our relations with the rest of the world and present 
trends. 

On the 7th and 8th came to stay with us Miss I. T. McNair of 
Kinnaird College and Rev. Herbert Strickler of the India Council of the 
Présbyterian Board as delegates to the meeting of the Council of the 
Bible Society of India and Ceylon. Enjoyed attending some of the 


meetings and social gatherings connected therewith seeing among other 
delegates Dr. Hilda Lazarus. 








is YOUR NAME WRITTEN HERE? 


Hospitals which have paid donations to the Association 
Jomary 1st—December 15th, 1949 


—_— 


PROVINCE AND NAME OF HOSPITAL 








Assam 


Diocese of Assam (Chabua) 

American Baptist Mission, 

Mission ech, Kangpokpi 
Bengal 

L.M.S. Hospital, Jiaganj rae 

Santal Mission Hospital, Serenga 
Bihar 


C. of Sc, M., Bamdah . 

S.P.G. Hospitals of Chota Nagpur Diocese 
Itki, Ranchi es 
Manoharpur pet sa 
Murhu, Ranchi... 

Duchess of Tech Hospital, Patna 

C. of Sc. M., Tisri sen 

Santal Mission Hospital, Benegaria 

Bombay 
Evangeline Booth Hospital, —o 
Hospital, Anand... 

Mrs. Butler Memorial Hospital, ‘Baroda . 

Roberts Hospital, Borsad éoo ooo 

1.P. Mission Hospital, Broach ... 

Brethren Mission Hospital, Bulsar eee 

Brethren Mission Hospital, Dahanu Road 

Ashwood Memorial Hospital, Dhond 

we McLeary Hospital, Dohad 

Waniess Hospital, Kolhapur 
Mat ist Hospital, Nadiad ° 

Canada Hospital, Nasik... 

Medical and Surgical Hospital Naveari 

Lafayette Hospital, Nipani os 

a es Vv. Mission Hospital, Pandharpur 


Do, sod s Hospital, Poona ... 
ospital, Poona .. 


Mission Hospital, Sankeshwar ose 

S.D.A. Hospital, Surat ... 

W.F.P.M. Hospital, Wai® 
Central India 


Mission Hospital, Chatarpur_ ... 
United Church of Canada Hospital, Dhar 
United Church of Canada Hospital, Hat Piplia 
United Church of Canada Hospital, Indore ade 
United Church of Canada Hospital, Mandleshwar... 
United Church of Canada Hospital, Neemuch 
United Church of Canada Hospital, Rasalpura 
United Church of Canada Hospital, Rutlam 

Central Provinces and Berar 
A.E.M. Hospitals 

Baitalpur_... 
Tilda 

Raynolds Memorial Hospital, Basim 
Jackman Memorial Hospital, Bilaspur® 
Christian Hospital, Champa 
Christian Hospital, Damoh 
Friends Mission Hospital, Itarsi 
Sewa Bhawan Hospital, Jagdeeshpur*® 
Christian Hospital, Mungeli 
Mure Hospital, Nagpur... 
Mission Hospital, Seoni 
Mission Hospital, Sironcha 

Hyderabad 
Mission Hospital, Hanumakonda 
C. of Scotland Mission Hospital, Julne 
C. of S. India Hospital, Karimnagar 
St. Mary’s Hospital, Khammamatt 
C. of S. India Hospital, Medak ... 
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PROVINCE AND NAME OF HOSPITAL 








Madras 

Bethesda Hospitel, Ambur 

C.B.M. Hospi gg 

Baer Hospital, Chi “ ace 

Dohnavur Fellowship, Dohnavur 

L.M.S. Hospital, Erode dee 

St. Raphael’s Hospital, Giddalur 

Kugler Hospital, Guntur ove 

Kotagiri Medical Fellowship, Kotagiri 

Mary Lott Lyle Hospital, alle 

Rainy Hospital, Madras 

W.F. Pierce Memorial Hos no “Mathurai® 

St. Werburgh’s Hospital, 

Godaveri Delta Mission Hospital, Narasapur 
Hospital, Nazareth 


vod 





Mission sae 
A.B.M. Hospital for Women and Children, aha 


Clough Memorial Hospital, Ongole ube 
Allyn Hospital, Pithapuram eee eee 
Lutheran Hospital, Rajahmundry eee 
C.B.M. Hospital, Sompete ses 
mag of Tinnevelly Diocese, Ramnad_ 
Danish Mission Hospital, Tirukoilur_ ... 
Swedish Mission Hospital, Tirupattur  ... 
Christian Medical College Hospital, vamaee 
C.B.M. Hospital, Vuyyuru ose 
Mysore 
E.T. Cowen Hospital, Kolar... eve 
Orissa 


Amer. Evang. Mission Hospital, Khariar... 

C.B.M. Hospital, Serango, Ganjam eve 
East Punjab 

St. Catherine’s Hospital, poe 

Farrer Hospital, Bhiwani oe 

N.Z. Mission Hospital, Jagadhri... eee 


Women’s Christian Medical College, Ludhiana 


Rajputana 

C. of S. Mission Hospital, Nasirabad 

C. of Sc. M. Hospital, Udaipur ... 

U.C.C. Mission Hospital, Banswara 
Travancore 

S. Travancore Medical Mission, Neyyoor 
United Provinces 

Jumna Dispensaries, Allahabad ... 

Christian Hospital, Azamgarh ... 

Clara Swain Hospital, Bareilly ... 

Lily Lytle Broadwell Hospital, Fatehpur... wie 

Akkerman Hoyt Memorial Hospital, ox van 

St. Catherine’s Hospital, Kanpur 

Mission Hospital, Kasganj 

Kinnaird Hospital, Lucknow... 

S.A. Thomas Emery Hospital, Moradabad. 

M.C.A. Mission Hospital, P.O. Siwait ... 

Creighton Freeman Hospital, Vrindaban... 
Others 

St. Stephen’s Hospital, Delhi 


eee! 


| 
el 
| 
| 
| 


ee 
one 
| 


eee! 
| 


Alex. Kerr Memorial Hosp., Wadwhan C Camp, W. L 


Sanatoria 
Arogyavaram, Madras ... eee 
Lady Irwin, Jubar pei 

* 1948 and 1949 contributions, 


paid in 


Total number and per cent 


If the name of your hospital does not appear in the above and your Donation was not 
December, there is still time to send it in. Save time, 


and bank charges 
by sending 1949 and 1950 contributions in one cheque to the the ‘Thesseer, C.M.A. 


Nelson Square, Nagpur, C.P. 
(Re. 1-8-0 per hospital bed)- 











ASSOCIATION NOTES 


MINUTES OF THE TWELFTH GENERAL CONFERENCE OF 
THE CHRISTIAN MEDICAL ASSOCIATION OF 
INDIA, BURMA AND CEYLON 


Held at the Andhra Christian College, Guntur 
September 23rd—25th , 1949 


President 
Secretary 


Minute Secretaries ... 
¥3 "A. MacaDEN 


The twelfth conference of the C.M.A.I. was held at the Andhra 
Christian College, Guntur, from Friday 23rd through Sunday 25th 
September and this year the Nurses’ Auxiliary met at the same time. 
They attended the devotional and clinical sessions of the main conference, 
but had separate business sessions. Excellent arrangements were made by 
members of the Evangelical Lutheran Mission and the Staff of the College. 
Our hosts and hostesses were most generous with thejr petrol, driving us 
to and fro to the meetings and even managing to meet most of us at the 
station, whatever the hour we arrived. To them we say a sincere “Thank 
you” for all their kindness and hospitality. 

Though over 100 registered for the Conference, only about 80 met 
and these did not all arrive on the first day. The rest were marooned 
a’: various places, due to breaks in the lines from Bezwada to Madras and 
Guntakal, caused by severe floods. With these delegates were also maroon- 
ed some of the slides which we should have seen and Dr. H. Williams’ 
paper on Traumatic Surgery. We hope, as we could not hear it at the 
Conference, that we shall read it later in the Journal. At one point in 
the Conference a wire was received reading “‘26 stranded here (Ongole) 
roads impassable, meetings here, minutes follow” We'll look forward to 
reading those minutes! On receiving the wire, Dr. Wilder’s comment 
was “This is the first time that the Conference has been twins.” 

September 23rd. Morning Session 10-12.30 p.m. Friday’s meet- 
ings opened with devotions led by Bishop S$. K. Mondol of Hyderabad. 
His thoughts centred round the two phrases “Such mighty works were 
wrought by His hands” Mark 6: 2 and “He put His hands on them” 
Mark 7: 32. He spoke of those hands, used to bring healing and blessing, 
even as ours should be. He spoke of them as hands of mercy, so often 
relieving suffering; hands of strength held out to the weak; hands of sacri- 
fice, pierced by nails; and hands of prayer ever interceding. The challenge 
came that our hands too might be so used. 

At the opening of the session Dr. C. J. A. Macaden of Jalna and 
Dr. L. S. Cooke of Ludhiana (vice Dr. S. F. Thomas of G. Udayagiri) 
were elected recorders, 

The delegates were then welcomed by Dr. Ch. Samuel John on 
behalf of the Committee of Arrangements and Rev. C. H. Swavely for 
the Andhra Christian College. Unfortunately Dr. Azariah, the area 
Secretary, was unable to be present. In reply, our President Dr. P. V. 
Benjamin, thanked the committee of arrangements for the careful pre- 
parations it had made and for giving us this opportunity for seeing the 
various Christian work going on in Guntur. 
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Presidential Address. 

Dr. Benjamin gave his views of the possible changes connected with 
medical mission work in the New India. He emphasised the following 
points: 

(1) That the time has come when individual missjonaries should 
cease to look each tw his or her piece of work as the most important one 
to the exclusion and consideration of wider policies that may be put 
forward by others, 

(2) That the time has also come for the Christian medical workers 
to plan together a policy and give certain priorities in the matter of execution 
of programmes. In this individual missionaries and mission groups should 
be prepared, whenever necessary, to make sacrifices even of their own work. 
Unless this is done, we will go on as we are without making any material 
change in our policies and schemes. He pointed out that even Jesus 
Christ during His earthly ministry did not try to meet all the needs that 
they were facing at His time. He concentrated on a few things and he 
depended on quality rather than quantity. 

(3) Consideration of wider policy may require pooling of resources 
into fewer institutions than the existing ones. In his opinion the support 
has to be given to training instjtutions and also to new ventures taking 
into consideration preventive medicine. This certainly needs courage and 
it would not be easy to pass by the many sufferers who demand our 
compassion and concentrate on a few. 

(4) The Christian community being a minority community cannot 
make any impression by its service in India unless our service has some 
peculiar quality which people cannot find elsewhere. 

(5) We have also to reorientate our policies so as to fit in more 
closely in the scheme for medical relief and preventive medicine in the 
country sponsored by the Government and others. ‘The special facilities 
that exist in Christian institutions must be available for even general 
practitioners in the area which the institution serves. 

(6) It should be the definite policy of Christian institutions to transfer 
responsibility into the hands of the nationals. This is a policy that is 
accepted in principle but a lot more has to be done to put it effectively 
into practice. 

Our recognition in the future is going to depend more and more on 
the quality of our service that we can show in our work. Good work both 
in its professional aspect with spiritual quality behind it, will inevitably 
gain recognition. For developing such types of work the quality of the 
personnel engaged counts. This is to be kept in mind by institutions 
which are engaged in training programmes. Students working in these 
institutions should themselves catch a vision of service from those with 
whom they work and it is only by imparting that vision to the younger 
generation that we can expect them to go out and work themselves in 
centres giving service of good quality. 


Report of Hospital Supply Agency. 
After the Presidential address there was enough time to start reports 


so Mr. H. R. Couldrey, M.P.S. read that of the Hospital Supply Agency 
which was accepted. It was encouraging to hear that it was recovering 
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from. the difficulties which it had faced after the partition and was once 
more going ahead.* 


Afternoon Session 3-5 p.m. 

The Conference re-assembled after lunch for a clinical session at 
which Dr. J. C. Savarirayan presided. Two very good papers were read. 
The first wa: presented by Dr. D. A. Andersen of Ahmednagar, on 
Acute Lower Bowel Obstruction, with special reference to volvulus of the 
pelvic colon and methods of conservative treatment. He illustrated his 
paper by very clear and instructive X-rays of cases which he had treated. 
The second paper was by Dr. V. C. Rambo of Mungeli and Vellore. It 
was on the Ophthalmic Department in a general hospital. He showed 
how simple was the equipment needed for the treatment for at least 
some of the numerous eye cases seen in this country and challenged us 
all to see that opthalmic work was started in our own hospitals. 

Then followed an interesting discussion on the Relations of the Medi- 
cal and Nursing Superintendents in a hospital, a discussion which spread 
itself over into another session next morning, so many wished to take 
part. Miss Clark spoke for the Nursing Superintendent’s point of view. 
She suggested that the Medical Superintendent should be responsible for 
the appointment and discipiine of doctors, dispensers and technicians and 
the allotment of their duties. He too should be the one to order the 
drugs and other stores and see to the repairs. He had an important part 
to play in the teaching of nurses on the wards, as opportunity offered, 
discussing cases with them and explaining the treatment ordered. The 
Nursing Superintendent, she felt, should be in full charge of Sisters, Staff 
nurses and nurses in training. She should select the student nurses, 
arrange for their teaching, plan their duties and be responsible for their 
discipline, both in hospital and hostel. The Nursing Superintendent 
should have separate budget for the school of nursing, which she was free 
to administer. Miss Clark was in favour of a Hospjtal Committee con- 
sisting of Medical and Nursing Superintendents, 2 Sisters and the Business 
Manager, if there was one, this committee to meet monthly and deal 
with matters concerning fees, proposed changes in accommodation in 
hospital or hostel, special leave of absence, social and religious functions. 
This committee too should be the only body with power to make changes 
in the usual nursing procedures employed in the hospital. Where there 
was a Business Manager, his job should be to collect fees, pay salaries, 
order and give out supplies, direct repairs, oversee all employee and ad- 
minister the hospital budget. No conflict need arise between the various 
officials where there was a clear demarcation of duties and a willingness 
for each to acknowledge his or her part in causing any problem that 
might have arisen. 

Dr. Wilder then presented the case for the Medical Superintendent. 
He felt that there should be one finally responsible in each institution 
and this should be the Medical Superintendent, but he should devolve 
some of the duties on others and the Nursing Superintendent should be in 
complete charge of all nursing matters. If there were no Business Manager, 
his job would automatically be carried on by the Medical Superintendent. 
Dr. Wilder felt that the successful running of an institution did not so 


® p. 72, 
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much depend on the authority or power vested in the head as in his 
ability to win the loyalty of those under him. 

There was a great deal of discussion following the two opening 
speakers. Among the points raised was that there must inevitably be 
one who is finally responsible for the hospital, and this must be the 
Medical Superintendent. This should not mean that the Nursing Super- 
intendent is not completely free to all necessary action in her own sphere. 
It is a case of dual responsibility rather than of dual authority. Several 
advocated a hospital committee, each member with his own job, but 
unitedly responsible for bigger matters, such as appointments and dis- 
missals and other matters which would involve the community as a 
whole. The problerns which were likely to arise were realised to be 
mainly problems of personalities and could be best solved by putting the 
patient’s comfort first and not any one person's “rights”. All such pro- 
blems should be considered as spiritual and could only be settled by the 
spirit of Christ in the lives of every individual. We must learn as 
Christians to work together as colleagues in the service of the Master, 
“forbearing one another in love.” 

This discussion was followed by tea, where the Andhra Christian 
College and Kugler Hospital Staffs were our hosts. We then had an 
opportunity to see around the Government and St. Joseph’s Hospitals, 
Andhra Christian College and the Stall High and Training Schools. One 
of the attractions was to climb up the College tower and see the view! 

Evening Session 8:30—10:15 p.m. A short evening session was 
arranged, at which the Medical Education Committee’s report was read 
and discussed and several resolutions passed concerning the future of 


the Christian Medical Colleges. 


I. Report of the Committee on Christian Medical Education. The 
Secretary presented the Report of the Committee on Christian Medical 
Education reading the recommendations passed at the meeting of Sep- 
tember 22nd. which were then adopted in the following form. 

(a) Resolved: That the Christian Medical College, Vellore should 
have first priority in the Program of Christian Medical Education in India. 

(4) That it is unwise to consider at this stage a Joint Appeal for 
Ludhiana and Vellore. 

(c) After consideration of the Reports of the Committees of both 
Institutions, Resolved That it is desirable that there should be another 
Christian Medical College in the North. 

(d) That, since the problem of upgrading the Women’s Christian 
Medical College at Ludhiana must be decided in 1952 we urge that a 
concerted effort be made to stabilize the Christian Medical College, 
Vellore by ’52 by securing the necessary staff and funds. 

(e) That Dr. Snow approach the E, Punjab Government to secure 
assurance as to the terms of Government support, both capital and main- 
tenance for the upgrading of Ludhiana. 

(f) Further, That if the conditions of grant are acceptable to the 
Ludhiana Governing Body, that Ludhiana continue to raise funds from 
the same Constituency as hitherto and to interest Mission Boards in the 
upgrading of Ludhiana without prejudice to the stability of Vellore by ’52. 
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September 24th. Morning Session. 8:30 a.r.—12:30 p.m. Bishop 
Mondol once again led our devotions on Saturday morning, speaking 
from John 21: 15 “Lovest thou Me more than these?” We were re- 
minded of the need to love Christ more and then to live more like Christ. 
It has been said that Christianity has been exhaustively studied and 
sparingly lived, and yet what an opportunity is ours to show forth Christ- 
ianity in action. Lastly we must lift Christ, exalting Him before men. 
A telling example was given of a man who was by birth a harijan and 
yet one day found himself on the platform with Pandit Nehru. This 
had core about because the man was now a Christian, no other faith 
could have made such a thing possible, but Christ is able to change 
everything and pass all barriers, All religions are not alike and we must 
glory in the wonder of our faith and our Lord. 

The rest of the morning was set aside for business. 

Il. (a) Confirmation of the Minutes of the Eleventh General Con- 
ference held at Allahabad, Dec. 30th. 1947—Jan. 1st. 1948. 

The Minutes having been printed and circulated in the Journal! it 
was proposed, seconded and 

Vorep: That the Minutes of the Eleventh General Conference be 
taken as read and confirmed. 

(4) Confirmation of the Minutes of the Special Meeting of the 
Association held at Vellore on Aug. roth. 1949.” 

The Secretary read the Minutes of the Special Meeting which passed 
the Proposed Amendment to the Memorandum of Association. It was 
proposed by Dr. Hilda M. Lazarus, seconded by Dr. D. A. Andersen 
and unanimously passed that the Minutes be confirmed. 

Ill. Amendment to the Memorandum of Association. 

The following amendment to the Memorandum of Association passed 
at the special Meeting of the Association held at Vellore August 19th. 
was then proposed by Dr. H. M. Lazarus, seconded by Dr. D. A. Andersen 
and unanimously passed. 

Resotvep: To amend Article I of the Memorandum of Association 
by the insertion in the second line between the word “India” and the 
word “Burma” of the word “Pakistan” so that the Article shall read 
“The name of the Society is the Christian Medical Association of India, 
Pakistan, Burma and Ceylon”’. 

IV. Amendment to the Constitution. 

The Secretary then read the following amendment to the Constitu- 
tion, notice of which was given in writing under date of June 10, 1949. 

Resoivep: That Article I of the Constitution be amended by the 
insertion in the second line between the word “India” and the word 
“Burma” of the word “Pakistan” so that the Article will read “The 
Association shall be called the Christian Medical Assocjation of India, 
Pakistan, Burma and Ceylon”. 

Report of the Secretary* 

The Secretary read his report which was accepted. We learnt that 
the membership has now reached 581 but as this is still only half the 
total number of Christian doctors in the country, there is plenty of 

* C.M.AJ, Journal, Vol. XXIII No. 1 January, 1948 p. 23. 
* C.M.ALI, Journal Vol. XXIV No, 6 November, 1949. 
* See p. 60. 





Association Notes 47 


scope for recruitment, A big development is the employment of 2 full 
time Secretaries for the first time during the past two years. 

V. Hospital Sunday 1950. Arising out of the above Report, the 
Conference considered continuance of the policy of observing Hospital 
Sunday and the object to which the offerings would be designated. 

Reso.vep: To continue the observance of Hospital Sunday and that 
the offerings for 1950 be again devoted to the Oliver Fund for Medical 
Scholarships. 

Prayer Cycle. It seemed to be the consensus of opinion that the 
Prayer Cycle for 1950 should be dlong the same lines as that for 1949 
rather tan to attempt to make it a Directory of the individual members. 

VI. Report of the Treasurer. In the absence of Dr. Hodge, the 
Secretary, 

(a) Presented the Association Accounts for 1948 as follows: 
Opening Balances with Treasurer Rs, A. P. Rs. A. P. 

Cash bes ote oes o06 ooo 225 8 6 


Bank one on o- Ee we 3 
Fixed Deposit Receipt eee eee oe. anne 8 6 
H.S.A. Loan os ous -» 2,400 0 0 
enanete 21,613 0 3 


Income 
Subscriptions from India__... one ese «12,194 14 
U.S.A. eee on” Bee ae 
Donation Edinburgh Medical Society .. nt 331 6 
Interest Fixed Deposit tee me 55 0 
» eb A. eve on ee eee 9% 0 


14,411 2 3 


36,024 2 6 
Expenditure 
Treasurer . 
Secretaries: Office Expense and Travel 
Secretaries Salaries and se a eee 
Rent to N.C.C. 
Conferences and Committees... 
Income Tax Arrears (BCO) .. 
Special Printing eee ove 
Part payment Dr. and Mrs. Wilder coe 
Bursary Vellore student ove 
Bank charges ode 


Closing Balances 
Cash 


Bank 
Fixed Deposit Receipt 
H.S.A. Loan 





cocooocececom 


21,651 8 8 


14,372 9 10 


36,024 2 6 


Sed. A. E. Hopes, Checked and found correct. 
Treasurer 26-2-49 Patt Hart. 


He pointed out that the major feature of the accounts was the receipt 
of only Rs. 1,733 from the West as compared with the Rs. 12,000 bud- 
getted for from that source and explained that in part this was due to 
difference in financial years between the two bodies. As a result, the 
accounts for 1948 showed a deficit of over Rs. 7,000 which had been 
met by drawing from the balances carried forward from previous years. 


Baten nserasrscat ene WRN MARNE TNT ay 
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(2) Resorven: To accept the Accounts of the Treasurer for 1948. 

In the absence of the Treasurer, the Secretary read her report, €x- 
plaining the statement of accounts and the reasons for the revision of 
the Budget. Here again we learnt of the discrepancy between the number 
of Christian hospitals that exist and the number that subscribe, in this 
case again 50°, and in the case of dispensaries only 2°. The question 
of increasing the membership fee was discussed here and that of permitt- 
ing several members, living in the same institution, to share a magazine. 
A resolution on these points was referred to the Resolutions Committee. 

(6) The Report of the Treasurer’ was accepted. 

(c) Report of the Auditor on Treasurer’s Accounts. The Secretary 
presented the Report of the Auditor on Treasurer’s Accounts. Accepted. 

VII. Revised budget for 1949. The Secretary presented the draft 
budget for 1949, the corrected actuals for the eight months Jan. 1st 
through Aug. 31st 1949 and a revised budget for the year. 


Revised Budget 1949 
1949 Budget 8 Mths Actuals Revised Budget 


4,056 15,000 
10,560 13,000 


Sales and Advertisements. ° a 
Interest HSA ... éoo eee 96 
Fixed Deposit ... ove eee “ae 





14,712 

Expenditure 

Salaries of Secretaries 

Furlough Travel 

Rear 

Secretariat Clerk's s Salary 

Office Expense and ceigston 

Editor’s Office ... 

Treasurer’s Office 

Special printing... 

Committee Expense 

Contingencies ... 








37,250 14,213 28,152 


Commenting on the budget the Secretary called the attention of the 
Conference to the information in the Treasurer’s Report of the recent 
arrival of approximately Rs. 5,000 from the U.K., and stated that a sum 
of Rs. 2,504 had also been received from the U.S.A. in the third quarter. 
This was the basis for the estimate of Rs. 15,000 in the revised budget 
for 1949. The reason for the marked discrepancy between the Budget 
and the Revised Budget shown in the first figure under Income and 
Expenditure was explained by the fact that provision had been made in 
the original budget for a Health Secretary for six months. The failure 
to secure such a secretary meant a saving of over Rs. 9,000 in the budget. 

Resotvep to adopt the Revised Budget for 1949. 

VIII. Report of the Treasurer on Christian Medical College and 
Oliver Funds. In the absence of Rev. J. S. M. Hooper the Secretary 
presented the Report’. 

(a) Resorven To accept the Report. 

(4) Resorven To transfer the sum of Rs. 165-0-0 in the Advance 


* See p. 47. * See p. 63, 
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Nursing Fund to the Christian Medical College at Vellore for the use 
of the School of Nursing. 

(c) Resorven To transfer the sum of Rs. 100-0-0 in the Tuber- 
culosis Fund to the Christian Medical College, Vellore for use in any 
development of Tuberculosis work. 

(d) Resorvep To authorize the Treasurer to invest the proceeds of 
the Oliver Fund in Government Securities, the interest from the same 
to be used for scholarship aid to Christian Medical Students and ad- 
ministered by the Committee of the Association in charge of the Edin- 
burgh Medical Societies bursaries. 

IX. Read resignation of Rev. J. S. M. Hooper, Treasurer of the 
Medical Coliege and Oliver Funds, 

Rssotvep To accept the resignation of Rev. J. S. M. Hooper, 

(6) Resorven Further to place on record our sincere and lasting 
appreciation of the services rendered by Rev. J. S, M. Hooper to the 
Association, in his capacity as Treasurer of the Christian Medical College 
Funds of the C.M.A. and of his valuable help and constructive counsel 
in the early stages of the planning of a Christian Medical College. We 
wish him and Mrs. Hooper a pleasant journey home and many years of 
happiness there. 

X. Attention was called to the suggestion in the Report of the 
Treasurer that the office of Honorary Treasurer and Secretary be com- 
bined. It was proposed that 

Wuereas It is advisable for ease of administration to have a Treasurer 
of the Association resident in Nagpur and it is difficult to find anyone 
there willing to accept the post, 

Resotveo That the office of Honorary Treasurer and Secretary be 
combined and that Dr. E. W. Wilder be the Honorary Treasurer, That 
the transfer of the Association accounts from the present Treasurer to 
the new Treasurer be arranged at a date mutually acceptable to both. 

XI. (a) Proposed by Dr. Hale H. Cook seconded by Dr. Ch. 
Samuel John in the proper form , 

That an account be opened in the Imperial Bank of India, Nagpur 
in the name of the Treasurer of the Christian Medical Association of 
India, Burma and Ceylon to be operated upon by Dr. E. W. Wilder. 

Passep 


(6) That the account in the name of the Christian Medical Associa- 
tion of India, Burma and Ceylon in the Imperial Bank of India, Lucknow 
be closed and the monies transferred to the account in the same, name 
in the Imperial Bank of India, Nagpur. 

(c) That the Joint Account standing in the name of the Christian 
Medical Association of India, Burma and Ceylon in the Imperial Bank 
of India at Nagpur, operated on by E. W. Wilder and Alice M. Clark 
be closed and the monies transferred to the account in the name of the 
Treasurer of the Association in the same Bank. 

XII. (a) Read the recommendation of the Executive Committee 
(Sept. 22, 1949) 

Resotvep: That Messrs. K. K. Mankeshwar, Registered Accountants 
of Nagpur be appointed to audit the accounts of the Treasurer of the 
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Association from Dec. 31, 1949 and that they be requested to advise 
the Treasurer on the form of accounts to be maintained. 

(6) Resotven To authorize the Executive to explore the matter of 
bonding the Treasurer. 

XIII. Read recommendation of the Executive Committee (Sept. 
22, 1 ; 

Pee ey: To raise the membership dues in the Association from 
Rs. 1-8-0 to Rs. 2 per year from Jan. 1, 1950." 

In this connection the matter of Joint Memberships for one copy 
of the Journal in Institutions was raised. It was the sense of the meeting 
that Joint Memberships including up to three memberships for one Journal 
be open to persons at the same address. This was referred to the Com- 
mittee on Resolutions for consideration and Report at this Conference. 

XIV. Read recommendation of the Executive (Sept. 22, 1949) 
with reference to the state of the typewriter in the Secretary’s office. 

Resorven To authorize the Secretary to purchase a new standard 
typewriter at a cost not to exceed Rs. 800 the same to be charged to 
Contingencies. 

XV. The Secretary then summarised the correspondence with Dr. 
Douglas N. Forman of the Christian Medical Council for Overseas Work 
suggesting that the Association instead of referring its budget and request 
for funds from the West through the N.C.C. should endeavour to collect 
its entire budget from Missions and Churches in the sub-continent direct, 
only appealing to the West for what it is unable to collect in this manner. 
The Secretary indicated the increasing response from the Hospitals here. 

Resotvep: To inform the Secretary of the Christian Medical Council 
for Overseas Work that the Association does not consider it practicable 
to approach the local Missions and Churches for the total amount neces- 
sary to mect the Association needs. We are already endeavouring to 
increase the amounts donated by Mission:and Church Hospitals in India, 
Pakistan, Burma and Ceylon with some success and with great hopes. 


We feel that any attempt to change this policy at this time could not 
but act adversely on these efforts. 


Appointments. The following appointments were made: 


Nominating Committee: Resolutions Committee: 
Dr. Betty Holt Dr. D. A. Andersen 
Dr. Lucy Augustine Dr. Philip James, vice 
Dr. Stanley ‘Thomas Dr. P. D. Sukhnandan 
Dr. J. C. Savarirayan. 

The Secretary, Convener. 


Report of the Secretary of the Nurses Auxiliary, C.M.A.I. Miss 
Alice M. Clark, Secretary of the Nurses Auxiliary read the Report which 
was accepted.’ 

Afternoon session 2-30—7:15. After lunch we gathered for a fur- 
ther clinical session, to which the members of the Guntur Medical Asso- 
ciation had been invited, as they had been to the similar session on the 
previous day. Dr. Savarirayan was again in the Chair. The first speaker 


1 p. 56. * p. 77. 
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was Dr. H. H. Cook of Wai, who spoke on the use of Aralen in Amoebic 
Dysentry. He pointed out its value compared with other anti-amoebic 
drugs and told of the degree of success he had had, when using it on 
14 cases in his district. His conclusion was that it: is useful where emetine 
is contraindicated or the patient not able to be uncler supervision. There is 
still much research necessary, to establish more fully its exact value in 
the treatment of amoebiasis. 

Dr. G. Rutherford spoke next, giving a thrilling acceunt of some 
of the schemes for preventive work which she had evolved during a 
15 months’ experiment in Kasganj. She had used 5 lines of attack, 
when approaching a village community, namely—water supply, sewage 
disposal, insect control, nutrition and immunisation. To illustrate what 
she was trying to teach her village audiences, she had worked out a series 
of visual aids, and we sat enthralled while she demonstrated some of them 
to us. Some were long strips, wound on two rollers, portraying with the 
aid of match stick figures, the ravages wrought by hookworm infection, 
or from failure to control the fly menace. Others were on smaller strips, 
folding to pocket book size, suitable for a smaller audience. We were 
delighted to hear that some of these had already been printed in black 
and white by the Tract Society, Clive Road, Allahabad and others were 
now available as film strip, from Dr. Ebright, 37 Cantonment Road, 
Lucknow at Rs. 5 per strip. Other methods of teaching preventive medicine 
consisted of the flannel board, and Dr. Rutherford is now working on 
silhouettes for a village “‘movie’’ as a further medium for instruction, One 
charming lesson was through a bull constructed of all the vegetables that 
should be eaten to maintain health, the final result being a fiery animal, 
the Vegetabail! 

The Guntur Medical Association then took charge of the programme, 
inviting Dr. Benjamin to speak and afterwards entertaining us to a very 
good tea. Dr. Benjamin spoke of the gravity of the menace of Tuber- 
culosis in India. It was estimated that about 500,000 die of this disease 
per annum, that is 200 per 100,000 in the cities and about half the 
number in the villages, though probably the true figure is 2 or 3 times 
this. The estimated medical help needed to deal with the disease is one 
clinic per 100,000 of the population i.e. 4,000 clinics and 500,000 beds. 
In contrast the actual number of beds is 7,850 How to combat this 
growing scourge, whose allies are crowded living conditions and malnu- 
trition? He then explained the development of B.C.G. vaccine, giving a 
resumé of how it was produced and the ups and downs in the history of 
its use, until now it has been proven to be of definite value in the preven- 
tion of Tuberculosis. In Scandinavia where the most recent experimental 
work in B.C.G. has been carried out, the mortality has been reduced to 
1/8. Now Scandinavian teams have come out to India to train workers 
out here in B.C.G. vaccination, and to initiate schemes for the vaccination 
of the populace. If vaccination is carried out on a mass scale there should 
be a decrease of 80°/, in the number of cases of Tuberculosis in the course 
of years. The plan is to vaccinate all those who are tuberculin negative, 
these will be mainly the children and young people. Investigations in 
different centres have shown that nearly 51%, of children are tuberculin 
positive and in one place 20°/ infants of one year and under. It is calew 
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lated that one team consisting of 3 persons can vaccinate about 100,000 
a year and with proper organisation it will need 200 teams to cover India 
in 5 years. The great need in the successful carrying out of these schemes, 
is going to be the co-operation of the local practitioners of the area. They 
will need to educate the people and make them B.C.G. minded, so that 
when the teams come, the people will be ready to submit to testing and 
vaccination. 

After tea the Clinical Session was continued with two papers. The 
first, by T. Howard Somervell, F.R.C.S. of Vellore was entitled “Physicians 
and Surgeons; Enemies or Friends?” In the absence of Dr. Somervell 
it was read by Stanley F. Thomas, F.R.C.S.E. of G. Udayagiri and proved 
to be the stimulating and sobering reflections of a surgeon who can look 
back over a life of great endeavour. The text was the oft recurring 
problem: “Who treats a peptic ulcer? The Physician or the Surgeon?” 
and from it Dr. Somervell called us all to a true humility and brotherly 
love in the practise of our varied specialties. 

The second paper can hardly be called “Clinical” but it was none 
the less important to Hospital administrators, as most of us have to be. 
Miss Janet Crawford, of Bareilly, spoke to us on “Hospital Accounting.” 
She led us into some of the intricacies of “Double Entry” and “Cost 
Accounting” and showed us how much more useful our accounts would 
be if we used these modern methods. 

After Dinner we gathered in the Large Hall of the Andhra Christ- 
ian College for some films shown by Rev. E. G. Wood, of the Lutheran 
Mission. There were two, first “The Story of Penicillin” shown by 
courtesy of the I.C.I. which set forth clearly and briefly the thrilling story 
of how this drug came to be found and used and second, “And now I 
see,” being a Missionary propaganda film produced by the Lutheran 
Church in America. This fine film was unfortunately spoiled by the 
inadequacy of the current so that the sound was almost inaudible but we 
got enough of the story to realise what a strong appeal this film must 
make on behalf of the missionary cause. 


Sunday, September 25th. 


On Sunday morning we gathered at 10 a.m. in the beautiful Chapel 
of the Kugler Hospital for the Conference Service. This was conducted 
by Rev. C. H. Swavely, Principal of the Andhra Christian College 
and the address was given by the Rt. Rev. S. K. Mondol. It was an 
utterance well worthy of the occasion. Taking as his text the words in 
Exodus 14: 15 “Speak—that they go forward”. Bishop Mondol issued 
a stirring challenge to advance in the Christian enterprise. He spoke of 
the crisis with which our world is faced and reminded us that a crisis 
is both a time of danger and of opportunity. The advances that have 
been made in material things, and particularly in things medical must 
be equalled by a spiritual advance, and this is our great opportunity. 
The preacher suggested four lines of advance. First, in our conception 
of the Fatherhood of God and the brotherhood of man. Second, in our 
witness for Christ in the proclamation of the Gospel. Third, in our 
support of the Church and our giving for the Church and last, we must 
advance upon our knees. Our strength is not in military swagger but 
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in the spiritual strength of prayer. Our work and witness should be the 
finer for the stimulus of this great sermon. After the service Dr. DeRemer 
showed us round the Kugler Hospital and we saw the fine work being done 
there. An atmosphere of quiet efficiency and Christian love made all 
feel how worth-while is such an endeavour as is the medical missionary 
enterprise. 

Closing Session 25.40 p.m. 

In the afternoon the conference met for its final session—a purely 
business one— 

Dr. J. C. Savarirayan presiding. 

Report of the Editor of the Journal. In the absence of Dr. Reeve 
H. Betts the Secretary presented the Report of the Editor of the Journal.* 
The point raised by the Editor with reference to future policy of the Journal 
was discussed and the following Resolution proposed by Dr. Hale H. 
Cook was accepted. 

XVI. That the C.M.A. Journal, while not giving up its efforts to 
publish good original articles, expand its policy to emphasize articles by 
specialists reviewing the progress in their field during the year, and reviews 
or summaries of articles of interest to our constituency from Journals not 
widely available to the members. 

The Report of the Editor was accepted. 

Report of the Principal of Ludhiana was presented and accepted.” 
Dr. Lazarus having returned to Vellore the Report of the Christian Medical 
College Vellore could not be presented.® 

In the absence of any report or representative from the Christian 
Medical School at Miraj the Secretary reported that the Schoolrhad taken 
in its last class for Licentiate Training, that it had decided against any 
attempt to upgrade to College standard but was considering a program 
of post-graduate teaching. 

Report of the Advisory Committee of the Hospital Supply Agency. 
The Secretary presented the Minutes of the Meetings of August roth, 
1948 and September 21st, 1949. Read also Executive Committee Re- 
commendations (September 22, 1949) which were adopted as follows: 

XVII. (a) Resorvep. That the Hospital Supply Agency be allowed 
to solicit an additional Rs. 25,000 of Capital Funds at 3°/ interest. 

(4) Resotvep. To approve placing the Manager of the H.S.A. on 
consolidated salary of Rs. 7,275 from June 1, 1949. 

Report of the Committee on Training of Laboratory Technicians‘. 
In the absence of Rev. R. M. Barton, Convener, the Secretary presented 
the Minutes of the Meeting of the Committee, June. 28th, 1949 and 
presented the recommendation of the Executive which was adopted as 
follows: 

XVIII. Resorven. To approve the establishment of a sub-Com- 
mittee each for North and South under the Committee for Training 
Laboratory Technicians. 

Committee on Preventive Medicine. In the absence of Dr. Taylor, 
the Convener, the Chairman called on Dr. Gladys Rutherford who made 


1 See p. 64. * See p. 67. * See p. 69. * See p. 72. 
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an oral report and requested support from the West for the projects 
already in operation. This was referred to the Committee on Resolutions 
for Report. 

Closer Relations between the C-M.A. and Christian Councils. The 
Secretary described the close relations between the Association and the 
Council at Secretarial level’. At the Provincial level the relationship is 
loose and ill defined. There are not Area Secretaries of the C.M.A.1. 
for all Provinces; some Provincial Councils have medical committees, others 
have none. The following resolutions recommended by the Executive 
were then passed. 

XIX. Resorven. (a) That Area organisations with Regional Secre- 
taries be established to correspond with existing Provincial Christian 
Councils, 

(6) That each Regional Organisation elect an Executive Committee. 

(c) That the Provincial Christian Councils be requested to appoint 
a medical member on their Council. 

(d) That the Provincial Christian Councils be approached with a 
request to recognize the Area Executive of the C.M.A. as the Medical 
Committee of the Provincial Council. 

Report of the Executive Committee. The Secretary next presented 
the Minutes of the Executive Committee Meetings of October 16th, 1948 
and September 22, 1949 submitting the following recommendations for 
confirmation. 

XX. (a) Resorven. That the Treasurer be authorized to draw on 
the balances brought forward from 1947 to meet deficits in the 1948 
account, 

(6) The Secretary read the Resolutions of Condolence on the deaths 
of Dr. Anna P. Martin, Dr. Aileen M. S. Pollock and Dr. H. H. Linn,’ 
which were confirmed all standing as the Secretary mentioned the more 
recent deaths of Dr. John Prianathan and Dr. J. S, Victor. 

(c) Resolutions of congratulation and appreciation to Sir Henry Hol- 
land, Dr. P. V. Benjamin and Dr. S. Gurubatham were also confirmed. 

(d) Resorven. That the C.M.A.I. shall present its Budget annually 
to the Christian Council of India, Pakistan and Burma with its request 
to include the financial requirements of the C.M.A.I. in the Council’s 
request for Funds from the West. 

The Report of the Executive Committee was accepted. 

XXI. Unionisation: The Secretary alluded to the tendency in certain 
areas to form members of Hospital staffs including doctors and nurses into 
Unions sometimes in affiliation with Labour organisations and with outsiders 
as officers. He then presented the recommendation of the Executive Com- 
mittee. (September 22) Discussion emphasized that doctors and nurses 
neither should or could join such unions: that there should however be 
no obstacle to freedom of staff members individally or in groups to repre- 
sent living and working conditions for sympathetic consideration. The 
Resolution was then passed in the following form: 

Wuereas it has been brought to the notice of the Conference that in 
some places there has been an attempt to establish unions of Hospital 
Workers affiliated to Labour organisations. 


* See Resolution XX d. 
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Resotveo. That the Conference is disturbed by such tendencies. 
Christian Institutions are established and operated for the purpose of 
Christian service and there should be in every such institution an atmos- 
phere of Christian fellowship. All disputes among staff must be settled 
by mutual discussion. We urge administrators of Christian institutions 
to look into the living and working conditions of the lower paid staff 
and to take active steps to remedy defects, if any, as carly as possible. 

At this point the Conference took recess and partook of a delicious 
tea provided by Messrs. M. E. Manoharan, Rao Saheb J. Rajarow and 
Dr. Ch. Samuel John. 

On resumption of the Session the Chairman called for the Report 
of the Nominating Committee. This was presented by Dr. Wilder. Two 
names, Dr. H. M. Lazarus and Dr. J. C. Savarirayan being suggested for 
Vice President a ballot was taken and Dr. Lazarus declared elected. The 
following officers and Committees were then elected: 


Dr. P. V. Benjamin. 
Dr. Hilda M. Lazarus. 
Dr. E, W. Wilder. 
Dr. E. W. Wilder. 
Dr. Reeve H. Betts. 


Additional Members of Executive Committee. 

Dr. Henry T. B. Holland. Dr. P. D. Sukhnandan. 

Dr. Leonore S. Cooke. Dr. D. A. Andersen. 

Dr.Alice Mark. Dr. J. C. Savarirayan. 
Miss A. M. Clark. 


Committee on Preventive Medicine. 
Dr. Gladys Rutherford, Convener. Dr. P. V. Kurian. 


Dr. Jeya Luke. 
Editorial Board. 


The Editor. Associate Editor: Dr. M. Asirvadam. 
Dr. Kristofer Hagen. Dr. E. S. Chellappa. 
Dr. Moti Solomon. 
Committee on Christian Medical Education. 
Ex-Officio, President of the C.M.A. 
Secretary of the C.M.A. 
Executive Secretary of the N.C.C. 
Elected 
C.M.A. Dr. P. D. Sukhnandan 
Dr. John Vroon 
Ludhiana Dr. E. R. B. Snow 
Dr. Dorothy Vaux 
Miraj Dr. L, B. Carruthers 
Dr. W. G. Jones 
Vellore Dr. Hilda Lazarus 
Rev. H. V. Shepherd. 
Committee on Laboratory Technicians Training. 
Rev. R. M. Barton, Convener. Dr. Hilda Smith. 


Dr. M. Asirvadam. Miss Hannah Gallagher. 
Dr. Dorothy Vaux. 
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Advisory Committee Hospital Supply Agency. 
The Manager. Mr. H. R. Couldrey. 
The Bombay Secretary. Dr. David A. Bidari. 
The Secretary. Dr. E. W. Wilder. 
The LM.B.O. Representative. Mr. G. Ross Thomas. 
Elected. D. A. Andersen. 
E. M. James. 
K. W. Linn. 
Trustees Hospital Supply Agency. 
Dr. E. W. Wilder. 


Scholarship Fund Committee. 
The Principal of Vellore. The Secretary 
” » »» Ludhiana Dr. Alice E. Hodge. 
» Dean ,, Miraj 


Report of the Committee on Resolutions. 


Dr. D. A. Andersen reported for the Committee. The following 
resolutions were presented and adopted. 


XXII. Public Health. The Christian Medical Association places on 
record its appreciation of the Public Health Extension service Plan pro- 
posed by the Christian Medical Council for Overseas Work and confirms 
the action of its Exicutive Committee in accepting the proposals with 
certain modifications. It is however of the opinion that it would be a wise 
policy to support those approved Public Health programs which already 
are in progress and are in urgent need of support both for capital ex- 
penditure and maintenance, without waiting for the prior appointment 
of a Public Health Secretary. 


Two schemes have the approval both of the Christian Medical Asso- 
ciation and of the Government and it is recommended that these are 
immediately adopted as a part of the Advance Program. 

(a) Madanapalle T.B. Control Program, under the direction of Dr. 
P. V. Benjamin, the President of the Association. This is a work of 
national significance already receiving the support of Government but 
so far without financial support from mission although initiated from the 
Union Sanatorium, Arogyavaram. 

(6) Village Health Service at Kasganj, U.P. initiated by Dr. G. 
Rutherford under the auspices of India Village Services. Here there is 
a village welfare service co-operating with a district hospital and pro- 
viding Training for village health workers. New and valuable visual 
teaching methods are being developed. 


XIII. (6) Joint Memberships.’ Resorven: That when desired, up to 3 
members at the same address may subscribe jointly for one Journal. Each 
member will then be responsible for the payment of the membership fee 
in addition to the due proportion on the Journal subscription. 


Dr. 
Miss 
Mr. 
Dr. 


D. A. Bidari. 


* See p. 49 for Res. XIII. 
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XXIII. School for Training in Hospital Administration. Resoiven: 
That the C.M.A. notes with interest and approval the plans of the Clara 
Swain Hospital, Bareilly, for a School of Hospital Administration includ- 
ing accounting. 

XXIV. Committee for Training X-ray Technicians. Resotven: 
That a Committee be set up to consider and make recommendations for 
the training of X-ray Technicians, similar to that already in operation 
for Laboratory Technicians. 

The Constitution of such a Committee was referred to the Executive 
Committee. 

The proposition for further use of Audio Visual Aids prepared by 
Rev. Ralph Korteling of the N.C.C. Committee on Audio Visual Aids 
was received shortly before the Conference closed. It was Vorep to refer 
this to the Executive Committee for consideration. 

XXV. Appreciations. The C.M.A. records its sincere apprecia- 
tion and thanks to: 

(a) Bishop Mondol for his presence among us at the Conference 
and the inspiration of his services. 

(6) Dr. DeRemer and other members of the Local Reception Com- 
mittee for the excellent arrangements made in spite of the unusual diffi- 
culties caused by the weather 2nd the resulting breakdown of railway 
services. 

(c) Our hosts and hostesses for their generous hospitality. 

(d) Dr. Swavely, the Principal and the Management of the Andhra 
Christian College for making its buildings available to the Conference. 

(e) The Program Committee for arranging the Program and to all 
who have made contribution by reading or sending papers or in other ways. 

(f) The Andhra Christian College and Kugler Hospital Staff for 
entertaining the Conference to tea. 

(g) The Guntur Medical Association for participating in our clinical 
sessions and for entertaining us to tea with the members. 

(4) Messrs. M. E. Manoharan, Rao Sahib J. Rajarow and Dr. Ch. 
Samuel John for entertaining the Association to tea. 

The Conference closed at 5-40 with Prayer by Miss Clark. 

E. W. Wiper 


Secretary. 
C.M.A, CONFERENCE, GUNTUR 


Members 
P. D. Sukhnandan Dr. H. E. Dester 
D. A. Andersen S. F. Thomas 
H. M. Lazarus K. Hagen 
J. S. Savarirayan V. C. Rambo 


E, W. Wilder 
E. R. B. Snow 
D. Vaux 

Aley Mathews 
Jeya Luke 

L,. Augustine 
P. V. Benjamin 
B. Holt 

L. S. Cooke 
G. I. Jeffree 
C. J. A. Macaden 


Satyavathy John 
P. K. Koshy 

K. Kantaiah 

B. E. DeRemer 
E. Hoilund 
Vining 

G. Samuel 

E. Petitpierre 
P. James 

H. H. Nichoson 
Sonna Deena 
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MINUTES OF A MEETING OF DELEGATES TO THE C.M.A\I. 
BIENNIAL CONFERENCE WHO COULD NOT GET FURTHER 
THAN ONGOLE OWING TO ROAD AND RAIL BREACHES 


September 23, 1949, 3-6 p.m. 

I. Roll Call. Present 14 members of C.M.A.L., 1 associate member, 
7 members of the Nurses’ Auxiliary, 3 other doctors and 1 medical student. 

ll. Devotional Period. Rev. M. Blanchard of the A. B. Mission 
led a short devotional period, taking as his subject part of Philippians III. 
The one aim of a Christian life is not a busy life of preaching or doing 
of a multitude of good works, but to be like Christ. 

III. Election of Chairman and Minutes Secretary. Dr. A. G. 
Boggs was elected Chairman and Rev. R. M. Barton Minutes Secretary. 

IV. Subject—The Health of the Whole Man. Dr. E. S. Chellappa 
of Madura opened the subject with a talk on what Christians could do 
to implement the recommendations of the Bhore Report. He said the 
report specially emphasized four things (1) Preventive Work, (2) Medical 
care and relief in rural areas, (3) Health services as close to the people as 
possible, (4) The people themselves must feel the need for health, imply- 
ing necessity of health education and propaganda. ‘The report envisaged 
a reunion of curative and preventive medicine, both in the same organ- 
isation and not largely separated as they are now. In this respect it 
thought first from primary units in the villages. 

While the report’s long-term plan might seem rather too utopian 
and unattainable, absence of a vision would render progress impossible. 
Dr. Chellappa gave some details of the short-term plans, beginhing with 
village centres for the radiation of health. Specific recommendations 
were made in the report about malaria, tuberculosis, mental diseases and 
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leprosy: about medical education which should fit doctors for both pre- 
ventive and curative work: about nursing education in which three grades 
were suggested. 

Turning to Christian hospitals and his own experience, Dr, Chellappa 
felt the need of more preventive and follow-up work: If a patient was 
to be treated as a whole it must include preventive work related to his 
home and village. It was time for Christians to pioneer as they had in 
other things previously, and now take health to the people Pe sear ns in 
rural areas. He had a growing feeling that there was no justification for 
Christian hospitals in big cities unless they were connected with the villages. 
From the central hospital and still related to it, some of the best doctors 
and nurses should go out to the villages. Then another field in which 
Christian pioneering was needed was in psychjatric medicine—patients 
needed to be made whole in body, mind and spirit. Finally we must 
never forget the spiritual and must remember we are instruments in the 
hand of God and He can help even beyond the possibilities of science. 

Rev. R. M. Barton of Arogyavaram contributed an abstract from 
the pamphlet “The Health of the Whole Man” by Dr. H. G. Anderson 
of C.M.S. London in which a reconsideration of medical policy of missions 
was called for with an emphasis on preventive and social medicine, the 
grouping of hospitals in which each member of the group has something 
of general medicine with a specialty such as leprosy, tuberculosis, women’s 
and children’s diseases, training of nurses and midwives etc. Regional 
co-operation would need a regional adviser and superviser. 

There followed a discussion in which illustrations were given of 
the work of almoners, follow-up work, examination of school children, 
BCG vaccination. 

It was suggested that the following resolution be sent to C.M.A.I. 
Executive Committee: 

Resotvep That a committee of the C.M.A. be appointed to reconsider 
and report on the policy of Christian Medical Work in India in the light 
of modern trends and developments and the Bhore Report. 

(6) That such a committee include the President and Secretary of 
C.M.A.I. and Dr. Hilda Lazarus. 

V. Audio-visual Aids in Medical Work. Rev. R. G. Korteling, 
South India Secretary of N.C.C. Audio-Visual Aid Committee, had sent 
a proposition to be placed before the C.M.A.I. Conference at Guntur. 
It was read by the Chairman. 

Resocvep That the Executive Committee of C.M.A.I. appoint a 
committee on Audio-Visual Aids to work in co-operation with the N.C.C. 
Audio-Visual Aid Committee and to advise that committee on selection 
and use of material for use in medical work, and similar matters and 
to explore the possibility of the wider use of radio in promoting health. 

VI. Laboratory Training Committee’s Report. Rev. R. M. Barton, 
Convener of C.M.A.I. Laboratory Training Committee read the report 
of work of the Committee during the last two years. 

Copies of the Laboratory Technicians’ Bulletin were \aid on the table 
and several new subscribers were obtained. 

Resotvep That the Report of the Laboratory Training Committee 
be accepted. 
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VII. Change of Name of the Association. It was not known 
whether under the present circumstances it would be of any help to the 
C.M.A.L. to confirm the decision of the Extraordinary General Meeting 
held in Vellore, August 19th 1949. However it was 

Reso.vep That the resolution of the Extraordinary General Meeting 
of the Association held in Vellore August 19th 1949 to include Pakistan 
in the name of the Association be confirmed. 

This resolution was carried unanimously by the voting members of 
the C.M.A.I. 

VIII. Registration Fee. Resorven That all present be requested 
to pay the C.M.A.I. Conference Registration Fee if they had not already 
done so and that the money be sent to Dr. Wilder. 

IX. Thanks. An expression was made of the deep thanks of all 
who were stranded in Ongole to Dr. and Mrs. Boggs, Miss Johnson and 
other members of the staff of the hospital and friends in Ongole for 
their great kindness and hospitality and for all the arrangements made 
at such short notice. 

X. The meeting closed with prayer by Rev. R. M. Barton for 
those present in Guntur, for members held up by the storm and for 
sufferers through the storm. 

There followed a meeting of the Nurses’ Auxiliary where about 
50 were present. Miss E. Lund of Arogyavaram addressed the mecting. 


REGISTERED AT MEDICAL CONFERENCE AT ONGOLE 


Members 


Dr. Margaret Peirce . P. Yesudas 
» Herlufsen E. S. Chellappa 
» Eva Lombard Eaton 
» Dorothy Daintree Boggs 

Rev, R. M, Barton 


Miss Hunziker Miss S. Thomas 
» Victoria » Lund 


Visitor 
Dr. K. J. Jesudian 


Hospital Sunday Collections for Oliver Fund 


August 1st— November 15th 


13- 8-49 Yellany, Yadogiri Taluq, Deccan per Dr. Sonna ... 
15- 8-49 London Mission Hospi.al, Jammalamadugu per Dr. 
E. P. Azariah 
27- 9-49 Church of Scotland Mission, ‘Nasirabad per Dr. 
‘Tara Martin és 
22-10- 9 Devli Methodist Church, Santal “Mission 
Sarenga Methodist C hurch, Santal Mission 
Bankura Methodist Church, Santal Mission 


179 3 9 
Previously Acknowledged ... 3,251 12 10 


Total ... 3,931 0 7 
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SECRETARY’S REPORT 
Jan. 1, 1948—Sept 1, 1949 

For the first time in the history of the Association we conclude a 
biennium during which we have had two full-time Secretaries. If far 
fewer of you have seen us than we might wish it is in due part to our 
getting acquainted with our job, in part to illness and in part to special 
calls of union institutions, Both Miss Clark and I hope that the next 
two years we shall have more opportunity for visiting individual institu 
tions and members. 

Membership. Our membership today stands at 581, This is an 
increase of about 200 over the figures at the time of the Eleventh Biennial. 
It is due in part to the enthusiasm of people like Dr. Hasselblad of Assam, 
Dr. A. W. M. Brown of Trivandrum who have both enlisted large 
numbers of new members and to attempts on the part of the Secretary 
to round up former members whose subscriptions had lapsed. It is still 
little more than half of what it should be if all the Christian doctors 
practicing in India, Pakistan, Burma and Ceylon joined up. Will not 
each one of you here and now pledge yourself to enrol at least one new 
member before the end of the year. During the period since our last 
General Conference we have lost by death several valuable members whose 
memory we shall later be called on to honour. 

Finances. You will soon hear the Report of the Treasurer and I 
do not propose to go into financial matters in detail. The fundamental 
fact as many of you know is that with two Secretaries for the first time 
and one of them a married man with family we have had to appeal to 
the West for financial assistance amounting to about 50°, of our budget. 
This went into effect first in the year 1948. Unfortunately, owing to the 
difference in financial years, that year ended disastrously with less than 
Rs. 2,000 of the expected Rs. 12,000 received from abroad. As a result 
we went into the red to the tune of Rs. 7,000. Actually if the Association 
so desired it could raise considerably more in this sub-continent. We 
have two means of raising local income. One is by the donations made 
by Hospitals and dispensaries annually on the basis of Re. 1-8 per 
hospital bed and Rs. 10 per thousand of Dispensary attendance, As far 
as Hospitals are concerned this is less than one per cent of their annual 
budget, yet so far in any one year less than 50°/, of the Hospitals and not 
2% of the dispensaries have contributed. 

The other source is membership fees. Of the annual subscription 
of Rs. 6-8, Rs. 5 goes to the Journal, With this and advertisements the 
Journal is practically self supporting. The remaining membership fee of 
Re. 1-8 plus the Rs. 2 Joining Fee should go into the Association Treasury. 
This at present earns a little over Rs. 1,000 per year. As far as I know, 
the only thing that has not risen in price during the last ten years is 
membership in the C.M.A.I. All the Association’s expenses have risen. 
Is it unreasonable to suggest that the membership fee be raised? 

Turning now to the Projects in which the Association has been 
engaged I report first on the Conferences. 

Conferences. The usual Hill Conferences were held in the Nilgiris, 
Kodaikanal and Landour in both 1948 and ’49 and were well attended. 
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I regret that regional conferences on the plains have been relatively few. 
This is a great pity since.with the cost of travel what it is and distances 
what they have always been, it is the regional conference which can be 
of the greatest service to the majority of members. There have been 
some notable exceptions. Bombay held a small but valuable conference 
at Nasrapur in early 1948 under the Secretary, Dr. D. A. Bidari. Assam 
had a very fine conference, the first of its kind in November 1948 and 
I am looking forward to being present at jts second one in November of 
this year. The new East Punjab section held a small but extremely im- 
portant conference also in November ’48 at Ludhiana, and the United 
Provinces held one this spring. Mrs. A. W. M. Brown gathered a large 
group of medical workers of Travancore in conference again in 1948 at 
Trivandrum. 

This Conference marks a second endeavour at removing the General 
Conference from the Christmas Holiday week. It has been held some- 
what earlier in the fall than was intended because this was the time when 
accommodation was available here. Your opinion on this change as well 
as suggestion for venue for the 1951 Conference is solicited. 

Journal. The present Editor of the Journal will be giving his report 
and here again I do not propose to go into detail. During the past two 
years we have relied on three people to edit the Journal. I think we owe 
a vote of hearty appreciation to Dr. Dorothy Jefferson, Dr. Edna Gault 
and Dr. Reeve Betts for taking on this task in addition to their heavy 
commitments and keeping the Journal going. A far more concrete way 
of expressing such gratitude would be for each one of us to see that the 
Editor gets at least one clinical article from us or our hospital each year. 
That is, if the Journal is to continue in its present form. A proposal has 
been made that original articles be omitted and the publication be given 
over to medical abstracts, association news, religious and devotional 
articles, etc. 

Hospital Supply Agency. The Agency has passed through periods 
of great turnover and drop ip trade, as numerous difficulties and obstacles 
have arisen. We are glad to have the Manager here in person to give 
his report and to answer any questions that may arise. 

Hospital Sunday. Largely through the efforts of this Association, 
Hospital Sunday on the second Sunday of February has become a fixture 
in the great majority of churches. A form of service is published annually 
for use on that day and the Association through its Executive designates 
an object for the offerings of the churches and hospitals on that day. 
For a number of years the offerings were devoted to Vellore but the last 
two years they have gone to other objects; in 1948 to Refugee Relief and’ 
in 1949 to the Oliver Fund for medical scholarships. The Hospital 
Sunday gifts for Relief in 1948 were barely Rs. 1,000 as channelled 
through the C.M.A.I. or N.C.C.; it was realised however, that in many 
instances contributions had been handed over directly to local relief com- 
mittees. 

This year a particular effort was made to place the Hospital Order 
of service with its appeal translated into the vernacular of the area in 
the hands of each pastor or priest in good time before Hospital Sunday. 
To do this a sum of Rs. 667 was spent. The resulting offerings have so 
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far totalled less than Rs. 3,000 of less than As. 8 per organised church 
in India and Pakistan. When we realise that six churches or institutions 
gave Rs. 100 or more and one gave Rs. 400 we can realise what a small 
percentage of hospitals and churches sent in their gifts for this object 
which means so much in a long tefm program to the Ministry of Healing. 
Some people have openly stated that the offerings were devoted to local 
work. One then raises the question “To what extent should the Asso- 
ciation spend time and money for a majority of the churches to spend on 
their own work rather than on the greater work of the Ministry of 
Healing?” 

Prayer Cycle. An abbreviated Prayer Cycle covering one month 
has been published this year. Already a number of errors and omissions 
have been brought to the attention of the Secretary. He will greatly 
appreciate other criticism. With the appearance of a new Mission Directory 
shortly and the revisiori of the membership list of the Association it should 
be possible to issue a Cycle for a year of six month period with the 
names of individual members of the Association and Nurses’ Auxiliary, 
if so desired. It will be difficult to keep it accurate in the face of 
frequent transfers and furloughs. An expression of opinion is desired. 


Problems 
Several problems have gradually come within the key of the Secre- 
tary. These are majnly concerned with “Relationships” with various 
bodies and groups. 
Government. This relationship has been dealt with by our President. 
We have been anxiously waiting for an official pronouncement concern- 


ing the recognition of foreign Medical degree held by non-nationals, 

Home Conferences. Since the last Conference our relationship 
through the N.C.C. with the Foreign Missions Conference of North 
America and the British Conference of Missionary Societies has been 
strengthened. 

Provincial Councils. As yet our effectiveness as an organisation is 
greatly hindered by lack of the proper relationships between our Area 
organisation and the Provincial Christian Councils. In the first place 
there are Christian Councils for each province and in some cases for 
separate language areas in the same province. So far we have only 
designated 11 areas in addition to Burma and Ceylon. Some provincial 
Christian Councils have made the C.M.A.I. Area Secretary a member of 
their Executive. Some have Medical Committees, others do not.. In 
some cases the Area Secretary has been made chairman of the Medical 
Committee of the P.C.C., in other cases he may be a member. Both from 
our stand point and that of the Christian Council he should have some 
closer co-ordination and co-operation and I hope that this Conference 
can take steps to bring this about. 

Although my visits to hospitals have been relatively few so far I 
feel constrained to emphasize a few points’'which I think are important 
in meeting any suspicion that may arise concerning our institutions and 
those who run them. 

1. Any Hospital of over 50 beds should have its annual accounts 
audited by a registered auditor. The expense is not great, in many cases 
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it is balanced by the assistance the auditor will give in his suggestions 
for keeping the accounts. There can then be no breath of suspicion 
against the person who operates them. 

Persons whether missionary or non-missionary who have to handle 
fairly large sums of money should be bonded. 

2. A great deal of trouble cap often be prevented if the Hospital 
has a simple but comprehensive Constitution governing its relationship 
to the Mission or Church, listing and assigning powers to the officers of 
the Hospital and service rules of employees. 

3. Expansion of plant should not be undertaken without first as- 
certaining that there will be adequate water supply to serve the new 
addition, and that provisions are made in securing and financing the 
additional staff to service the unit. In fact, emphasis at the moment could 
be more wisely placed on developing higher stendards in the present plant 
through improved staff and equipment and tiirough higher training for 
the doctors and nurses, rather than in expansion, 

4. There are two things that I think of, of which we tend to lose 
sight. Although the primary aim of our work has been medical relief 
there are two other ends that we should be accomplishing which we tend 
to neglect, so busy are we with the primary object. 

(a) Preventive Medicine. We are all convinced of the primary im- 
portance and constructive nature of such work but few of us are really 
doing anything about it. I think the tendency too often is to think that 
we must have a program of some magnitude before we can do anything. 
Some feel that we must have either a public health doctor or nurse before 
we can map such a program. It would be grand if we had such personnel 
on our staff and could develop a well rounded program in connection 
with our work. But need we wait for that? With the material prepared 
by Dr. Rutherford, with audio-visual aids increasing can we not begin in 
a small way immediately with patients and their relatives to do some 
public health teaching and possibly get some of this material into our 
schools? 

(6) Medical Education. Here again when we mention the phrase 
we think of our Medical Schools and Colleges which do an excellent 
job up to the point of graduation. Do we carry on that education in our 
Hospitals? More than once I have gathered in a visit to a Hospital that 
the Medical Superintendent, national or European as the case might be, 
was missing an opportunity in not spending time and patience in devel- 
oping operative ability in his or her assistants. It is, of course, much 
quicker and easier to do an operation oneself rather than take the time 
to assist a junior to do it, but if we do not do this we are failing to fully 
carry out our task. I know of more than one instance where the head of 
a Hospital has found great difficulty in leaving on furlough because he 
could not get a relief where he might have had a relief in his staff had 
he but taken the time and trouble to develop him or her. 


TREASURER’S REPORT 
I regret that I am unable to attend the Conference in Guntur and 
read my paper in person, 
I have been very gratified by the sum received so far from hospitals 
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in India. Last year's total of over Rs. 12,000 included Rs. 2,000 from 
the Hospital Supply Agency—2 years subscription. Therefore the hospitals 
have exceeded last year’s amount. Since September 1st I have received 
Rs. 200 more from Hospitals and I am sure there will be several more 
subscriptions by the end of the year. 

Also since September I have received from England a cheque for 
394-8-1 from the British Missionary Societies. This should yield some- 
ing over Rs. 5,000. We also hope for further help from U.S.A. Dr. 

Wilder will be able to give you the latest information concerning this. 
I have asked him also to explain the details of expenditure in the Nagpur 
office. 

There are of course certain liabilities—we have to pay Dr. Wilder's 
salary and allowances for the second half of the year. There are also 
committee expenses to be paid—I have not yet had all the details of 
these but I’m sure the sum required will be nearly Rs. 1,000. Then we 
have a bill for part cost of a typerwriter to be used by the Editor, in 
addition to routine office and travel expenses. 

There is still a large sum oustanding for the passages to India of 
the Wilders—the sum of Rs. 2,000 which I have already paid was the 
amount budgetted for furlough for this year—I have also had a bill from 
Inter Mission Business office for Rs. 1,332—1 for travel to U.S.A. of 
Donald Wilder. I request permission, if funds allow, to pay off these 
amounts in full this year. I feel we should now begin to put aside money 
for furlough of the secretaries. 

I have found it increasingly difficult to carry on the duties of Treasurer 
at such a distance from Nagpur and I hope my successor will be able to 
keep in closer touch with the office there. My own opinion is that it 
would be better to combine the duties of Treasurer with those of Secretary. 
I hope to be relieved of my office at an early date. 

In closing I would thank all who have responded to appeals for 
funds. In these days of financial stringency it has not been casy but I 
am sure we are all convinced that our Assocjation requires all the support 
we can give it. 

Any future budgetting should be done in consultation with the new 
Treasurer. A budget for 1950 has already been passed. 

A. E. Hopes. 


CHRISTIAN MEDICAL COLLEGE FUND OF THE C.M.A.I.B.C, 
Report for the period ending August 31, 1949 


When I took over the Christian Medical College account of the 
C.M.A.I.B.C. in November 1944 there was a balance in hand of 
Rs. 235,529-0-10. By the end of 1947 this and further sums that had 
come in for maintenance and capital accounts at Vellore had almost all 
been paid out to the Medical College, Vellore, so that at the beginning 
of 1948 the balance had fallen to Rs. 6,449-7-10. As sums formerly 
paid through the C.M.A.I. Medical College account were by this time 
being paid direct to Vellore after consultation with the Secretary of the 
C.M.A.I., in April last I paid Vellore the balance remaining on its 
accounts Rs. 1,636~—7-4. 

From that date therefore there remain in the C.M.A.I. Medical 
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College Account only the Oliver Fund, and two small amounts earmarked 
Advance Nursing Project, Rs. 165, and Tuberculosis Project Rs, 100. 
Both of these are intended for Vellore developments, and neither of them 
as far as 1 know has been specifically recognized by the C.M.A.I. 1 
recommend that both these amounts be paid at once to Vellore. 

The Oliver Fund amounted to Rs. 5,373—3-0 on January Ist, 1949. 
Amounts received in response to the Appeal on Hospital Sunday have 
brought the total to Rs. 8,338-11~7 as on August 31st, 1949. (Treasurer’s 
postage etc., amounting to Rs. 6~14~0 for 1949 has been deducted from 
the gross amount received.) 

I recommend that this amount be invested and the interest made 
available for the purpose for which the Oliver Fund was founded. I 
would also suggest that efforts should be made by further appeals to 
bring the total up to Rs. 15,000 or at least to Rs. 12,000. 

There are two Bank accounts, one in the Imperial Bank, Nagpur; 
the other in the Imperial Bank, Madras. I recommend that one of these 
be closed, and the amount in it transferred to the other account. My 
suggestion is that the Madras account be the one to be retained. 

As we are retiring to England early in 1950 I beg to tender my 
resignation as Treasurer of the Medical College Fund of the C.M.A.L.B.C. 
I suggest that it is unnecessary for a new appointment of a separate trea 
surer to be made. I think the reduced scope of the accounts makes it 
easy for the Oliver Fund to be handled by the Treasurer of the 
C.M.A.LB.C. 

I cannot sever my direct connection with the C.M.A.I., of which I 
do not forget that by your generous vote a number of years ago I am an 
Honorary Associate Member, without expressing my sense of privilege in 
being so closely associated with it, not only a Treasurer of this Fund since 
1944, but for many years prior to that in intimate contact with Dr. Oliver 
and in committee work with her and the others who were planning the 
Medical College that has now taken shape at Vellore. I shall continue 
to follow the great work of Vellore, and of the C.M.A.L, with deep 
interest and prayer, in my retirement in England. 


September 1, 1949. J. S. M. Hooper, 
Hon, Treasurer, 


Christian Medical College Fund of the C.M.A.I.B.C. 


REPORT OF THE EDITOR OF THE JOURNAL OF THE C.M.A.I, 
January |, 1949 to September 15, 1949 

During this period five issues of the Journal of the C.M.A.I. have 
been published. One change in format was made, converting from two 
column to one column lay-out which uses only slightly more paper but 
adds materially to the readability. 

Two issues of the Journal were sponsored by medical colleges, one 
issued by the Miraj Medical Center and one by the Women’s Christian 
Medical College, Ludhiana, the original articles being submitted by mem- 
bers of the staffs of these institutions. 

There has been some discussion of the policy and function of the 
Journal. Should it compete for articles of real scientific merit or should 
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it be devoted to articles of particular interest to the medical profession 
practicing in Missionary Institutions? There is much hesitation by various 
members of this Association in submitting articles of widespread interest 
and merit to a Journal of limited circulation. These authors naturally 
desire the widest circulation of their articles. It is true that the Journal 
could fill a useful place in publishing articles of particular usefulness and 
application to the staffs of mission hospitals if such articles were forth- 
coming which so far they have not been. The Journal could also be a 
useful training ground for the younger doctors who have had little expe- 
rience in the writing of scientific articles. 

The task of soliciting articles is an onerous one and quite often the 
articles so secured are of little value. Papers for publication should de- 
finitely contribute something to scientific thought or knowledge if they 
are worthy of publication. At present the selection of available articles 
is so small that much has been published that should not have been. 

Only limited library facilities are available to most members of the 
C.M.A.I. A useful service would therefore be provided by making avail- 
able to them a selected group of condensations of articles of value in 
the current medical literature. From a scientific standpoint it would be 
far superior to the original articles now being published. 

The publishers have been most co-operative and without exception 
the issues have appeared during the month designated. Due to a shortage 
of white paper stock the cover of the recent issues have been blue. 

A typewriter for the use of the editor has been purchased in partner 
ship with the Christian Medical College Hospital and the previous minimal 
charges for stenographic work have been eliminated. 

There have been several editors since the C.M.A.I. last met. It is 
a job with few applicants. The present editor agreed to take it for one 
year only during which time a better-qualified editor could be found. The 
year will be completed with the next issue of the Journal. 


Reeve H. Berrs, 
Editor, Jour., C.M.A.l. 


WOMEN’S CHRISTIAN MEDICAL COLLEGE, LUDHIANA 
Principai’s Report for the C.M.A,1, Meeting at Guntur 


September, 1949 

The period from January 1948 to the Autumn of 1949 seems to 
cover more than the actual span in months. So very much has happened 
in that time to India, to the East Punjab and to the Women’s Christian 
Medical College, Ludhiana. 

As we all know, in 1947 the partition of the Punjab took place, 
but, while in most parts of India this may have been accomplished with 
comparative quietness, in the Prajab, the Province was forceably rent in 
two, and the chaos, suffering, cruelty and loss of life can only be realised 
by those who were there at that time. 

The College and Hospital took a prominent part in the Relief Work 
started by the National Christian Council and Dr. Pollock with the 
sadly depleted staff, Students, Dispensers, Nurses and servants were busy 
for twenty-four hours of the day. 
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Lady Mountbatten, after twice visiting the Institution that winter, 
realised what a place in this work it had made for itself, not only for the 
relief it gave but also for the manner in which it was given. 

Then came the aftermath; the cavalcades of refugees had stopped, 
but in a way, much more difficult task of rehabilitation took its place 
and, here again, Ludhiana was the centre for the District in this work. 
At the same time the College had to consider how it could best get back 
to normal working conditions for the students. At this time the students 
were working for the L.M.S. qualification and, although all the Moslems 
had been forced to leave and also some of the Christians whose homes 
were in Pakistan, there were approximately 100 students in residence, 
and arrangements for teaching them had to be made. 

The depletion of the staff caused by the war made very heavy work 
for those then at the College, and this burden, together with the fact that 
she was worn out with relief work, proved too much for the Principal, 
Dr. Pollock, and she went to meet her Master at the end of March 1948. 

At that time it seemed impossible that Ludhiana could continue as 
a Medical School, for the war had meant that very few recruits had come 
out to India and the Staff was overworked and insufficient. It was there- 
fore proposed that admittance for as many students as possible should 
be made in other Colleges and this college gradually close down. 

It was at this point that the Medical merrbers of the United Board 
of Christian Work in the Punjab met together to try and find out the 
Will of God. Ludhiana was perfectly prepared to close down, had in fact 
already started to do so, when the Board called a halt and a reconsideration 
of the situation. At that meeting it was felt that Ludhiana was vital 
to the medical work of North India, that if Graduates from that College 
did not come forth, then medical mission work in North India was 
doomed. All present asked the Governing Body of this Institution to 
reconsider the matter and proffered help. 

Shortly after the Government also requested the College to continue 
and asked at the same time that the L.S.M.F. Course be restarted and the 
L.M.S. Course be discontinued. This meant a short 4% year Course 
after the Matriculation in place of the 5 year Course after the F.Sc. 
(Medical) or its equivalent. The Government proposed to continue this 
shorter Course until 1952, then to abolish it in favour of the M.B., B.S., 
Course and were urgent in asking Ludhiana to continue to serve India, 
as before, by supplying doctors. In view of this the Governing Body of 
this Institution met again and decided to carry on, admitting students 
for the L.S.M.F. Course in the Autumn and Dr. Gibbins from the A.P. 
Mission and myself from the C.E.Z. Mission joined the Staff at Ludhiana. 

In the Autumn of 1948, 46 students were admitted of whom 19 
were Christians. Of these 29 had passed the F.Sc. (Medical) and 17 
were matriculates. (It should be borne in mind that one of the main 
schools from whom students came to Ludhiana is in Lahore and of course 
it was not possible to recruit any from there that year). 

The year 1948/9 has been a settling down year when we have 
tried to get back to normal ways and to normal things. I think all of 
us here, both on the Senior and Assistant Staffs, have been very conscious 
of our dependence on God and our utter uselessness without Him, for it 
is He Who has supplied our needs. 
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In May and June 1948 Vellore lent us a Surgeon and a Physician 
and how welcome they were; they gave of their. best most generously 
in every way. In March 1949 Dr. Margaret Ingram arrived from Eng- 
land, a surgeon with her Fellowship and this Autumn we are expecting 
two more surgeons, one from England and the other from America and 
also a Physician. Another Physician has offered and we are also jp 
contact with an assistant Pathologist from New Zealand. Then also 
a Pharmacist with his wife, a nurse and a Secretary are awaiting passages 
from England. We have, in fact, had more offers of service this year 
than for many years, so do you wonder that we feel God is leading us 
forward step by step? 

This Autumn we have had an admission of 53 students, of whom 
29 are Christians, 29 are F.Sc. (Medical) and 24 Matriculates. 

The Government have recognized our American Staff for teaching 
and have assured us they will do so as long as these doctors do not 
engage in private practice. 

Now we have come to the place of decision. We can admit students 
to this shortened course for the last time in 1952 and, unless we are 
prepared to start the M.B., B.S. Course the following year, Ludhiana will 
gradually cease to be a Medical School, finally closing down in 1956/57, 
for once our Staff disperse we cannot hope to restart at a later date. 

Government, very conscious that the medical needs of the Province 
are beyond their powers to relieve, have offered every assistance in our 
grading up as they are very anxious to have another Medical College in 
the Province. If we are to grade up then we must start collecting Staff 
and money at once, for we realise that at least Rs. 50 lakhs will be needed 
for this project, but that is not the real point—what is, is this: 

If we are convinced and know that it is God’s Will for us to continue 
at Ludhiana, then He will provide both Staff and funds as we go forward 
with Him. I am perfectly congnisant that such a project cannot be 
achieved unless we do absolutely depend upon God. 

If it is not God’s Will, then all the money in the world will not 
make this place a success, if it is His Will then His Resources are our 
resources. 


It is now that the matter has to be decided. 
REPORT OF THE CHRISTIAN MEDICAL COLLEGE, VELLORE 


From 1st January 1948 to 1st September 1949 


Dr. R. G. Cochrane was Director until his departure for Cuba and 
U.S.A., when I took over from him on March 6th 1948. I continued to 
be Director and Principal until May when Dr. Carol E. Jameson officiated 
during my absence till 15th January 1949. 


The following senior staff joined the Institution: 

1. Dr. M. D. Graham, Head of the Department of Pediatrics in 
January 1948. 

2. Dr. R. H. Betts, Chest Physician and Surgeon, on the 1st of 
February 1948. 

3. Brig. D. J. Wilson-Haffenden in April 1948, an Honorary 
worker and appointed General Superintendent of the Hospital. 
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Dr. M. Asirvadam, Ph.D., Chicago, Ag. Professor of Pathology 
in June 1948. 
Dr. P. Kutumbiah, Professor of Medicine in July 1948. 
Dr. Jacob Chandy, Specialist ign Neurology and Neuro Surgery 
in April 1949. 
Dr. V. Govindan Nair, Officer-in-charge of Dermatology and 
Leprosy Departments in April 1949. 
. Dr. Liza Chacko returned—Professsor Anatomy—in June 1949. 
9. Dr. Frank Lake returned—Lecturer in Parasitology—in June 


1949. 

to. Dr. T. H. Somervell, Professor of Surgery in July 1949. 
The following staff went on furlough: 

Dr. H. M. Lazarus. 

Miss Lorena Chute. 

Dr. Siebers De Valois. 

Dr. D. M. Jefferson, 

Dr. C. E. Jameson. 

Dr. J. S. Carman, 

Dr. and Mrs. E. W. Gault. 

Miss Vera Pitman. 
he following left the Institution: 

Dr. Thomas Draper, Professor of Pharmacology, in February 

1948. 

Dr. M. Oommen, Professor of Biochemistry, in June 1948. 
Dr. P. Epps, Professor of Medicine, in July 1948. 
Dr. C. Ramamurti, Associate Professor of Bacteriology, in 

October 1948. 

Dr. S. W. Hardikar, Professor of Pharmacology, in March 1949. 
Dr, Caroline M. Holt, Lecturer in Histology and Embryology, 

in April 1949. 

7. Miss J. DeVries, Departmental sister, in September 1948. 

8. Miss Margaret Simpson, Assistant Professor of Nursing, in April 

1949. 

A surgeon and a physician were lent to Ludhiana in summer 1948. 

The first batch of M.B., B.S. students appeared for their Finals in 
December 1947. One of them having topped the list among women can- 
didates in Medicine, Surgery and General Proficiency was awarded three 
gold medals by the University of Madras to which the College is affiliated. 

Of the 31 women who qualified as M.B.,B.S. 18 are working in 
Mission Hospitals during the period under report. 

The last inspection by the University commission was in March 
1948. There was general satisfaction of the improvements made since 
their previous visit but permanent recognition was not granted for the 
following reasons: 

1. The professorial arrangements for Ophthalmology, Medical 

Jurisprudence and Bacteriology were not satisfactory. 

2. When the senior staff went on furlough there were no associate 

professors to take their place. 

3. The assistants had no postgraduate qualifications. 

. In their opinion there was no security of finances. 
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When these conditions are fulfilled we were asked to report to the 
University when recognition was recommended without another inspection. 

Special mention is made of the Surgico-medical unit which was 
brought into existence from the 1st of August 1949. It consists of 
Thoracic, Neurosusgical and Thyroid cases for medical and surgical 
treatment by the same specialist. It not only helps the surgeons to decide 
the nature of the treatment but they see the cases from the very onset of 
their admission into the Hospital. 

Grants from Government are only for students drawn from the 
Madras Presidency at the rate of Rs. 600 per student per year up to a 
maximum of Rs. 40,000. We receive no grant for the Hospital or 
buildings. Fresh grants for buildings will only be given conditjonally 
viz. 50°, non-Christians. As we are anxious to train Christians to staff 
the Mission hospitals all over India we have not accepted this condition. 

We have 50 free beds in the Hospital and so far have admitted 8° 
Christian, 13°/, Muslim and 79° Hindu patients in these beds and have 
applied for a grant to Government for at least the 858 free patients. 

Registration. We have not yet succeeded in getting two members 
of our staff (Americans) registered for want of reciprocity. The Governor 
of Madras in Council has been addressed in this matter. There is no 
difficulty with Great Britain where there is reciprocity. 

Buildings. 

1. School of Nursing has been completed. 

2. Nurses’ Home has been completed. 

3. Remodelling of the operation theatre and additions to the 
operating block are nearing completion, and it is planned that an addi- 
tional 3rd operating room be used primarily by the surgico-medical unit. 

4. The Biochemistry and Physiology laboratories are nearing com- 
pletion and it is hoped will be ready for occupation early in January. 

5. Residential accommodation for four members of staff, 2 at the 
Hospital and 2 at the College site, 6 out-houses at the Hospital and 12 
at the College were completed during the period under report and are 
all in occupation. 

6. Six of the out-houses are used by the men students whose hostel 
is not even in the offing for lack of funds. It is problematical as to 
whether a fresh batch of men students can be admitted for want of 
accommodation. 

Requirements. Our most urgent needs are, accommodation for men 
students at the Hospital and in the College, Women’s sleeping porch and 
residence for staff, both at the College and the Hospital. At present some 
of the staff are living in 9 rented houses. 


Research has been done on: 

(a) Use of Gelatin in Shock; 

(6) Dietary factors in the management of Peptic Ulcer; 

(c) Cirrhosis of the Liver; 

(d) Use of Gelatin in Ocedema; 

(e) Biopsy studies in Leprosy; 

(f) Orthopaedic care of Hands and Feet of Leprosy Patients; 
(g) Anacmias of pregnancy with special relation to Folic acid; 

(A) Incidence of endometriosis in $. India. 
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Rural work has been carried on in wayside dispensaries two days 
in the week at a radius of 25 miles reaching on an average from 250 
to 400 patients. The rural centre at Kavanoor is specialising in the 
treatment of segregation of patients suffering from leprosy and at the same 
time is reaching the medical and obstetric needs of 40 villages in the 
immediate neighbourhood. ‘The small hospital at Gudiyattam, 22 miles 
out, is a branch hospital staffed by a woman doctor, two nurses and a 
dispenser. 

A new feature of the year under review are the eye camps where 
from 60 to 98 cataracts are removed in each camp by Dr. Victor Rambo 
and his staff. The students go out into these camps and wayside dis- 
pensaries in turns. 

Religious and social work done by students. The students run a 
dispensary three days in the week. The students collected Rs. 4,000 for 
the cost of the new building which is on the campus, and reaches four of 
the surrounding villages im the immediate neighbourhood. Religious 
and social work is carried on by the students in these villages and in 
addition they visit the women prisoners in the neighbouring jail. 

Adult literacy was instituted on the 15th of August 1947. The 
students give part of their leisure hours for this. The students take part 
in inter-collegiate matches—Basket ball, Tennis, Cricket, Net ball, Bad- 
minton, etc. 

Students on rolls. There are 209 students on rolls including 18 
for shortened M.B.,B.S. course. Of these, 191 are working for the 
M.B., B.S. degree, 154 being women and 37 men. Of the 18 licentiates 
and diploma holders 12 are women and 6 are men. 

There are 215 student nurses—s59 were admitted in the 1st year, 
16 for the B.Sc. dergee course, 43 for the certificate course and 20 for 
the post-graduate course. 


Finances 


Deficit carried over from 1947-43 
Deficit carried over from 1943-49 
Surrender of salaries by staff 
College expenses 

Hospital expenses 

Nurses training college 
Donations 


oftustor oP 
ae 
ovurocow® 


25-10-1949 Christian Medical College, Vellore. 
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REPORT OF THE HOSPITAL SUPPLY AGENCY 

I am glad to have this opportunity of meeting many old friends, and 
of getting to know some new oncs. 

The last gathering of the Conference was in Allahabad, and at that 
time I was home on leave, and it is desired that I take up the story from 
that time. As the report for the year ending 1948 (that is 47/48) has 
already been made. I will just look over things very briefly. 

Our financial year starts on September 1st, so this coincided with 
the Partition of the country, and as you know difficulties arose almost at 
once, and had grave repercussions with business of all kinds, ours 
included. So with the general uncertainty of things, the very great 
difficulties of transport, and all the other things that happened, it was 
only natural that there should be a falling off of business, and while so 
many of our Hospitals were called upon to shoulder unheard of burdens, 
their means of getting supplies were diminished to almost the vanishing 
point. I did not return to this country till June 1948 and there was then 
little that I could do before the end of our financial year to get things 
stabilised as far as the H.S.A. was concerned. So for the first time since 
the start of the Agency in 1937, we were faced with a heavy drop in sales 
and consequent drop in profits, this led to the year running at a loss. The 
loss of sales was Rs. 1,70,862~1-10 which showed an actual loss of 
Rs. 4,146-7-7 on the years working. Its a dull picture and we started off 
on a new year not feeling too happy but with the determination that if 
at all possible, matters would be better in the coming year. 

What of the year 1948/49 just closed? Adjustments were made, the 
staff was reduced slightly, at the close of the year I find that the sales 
show a decided improvement over last year. The gross sales were 
Rs. 6,34,940-9-9 which comes to a nett figure of Rs. 6,04,792—13-3, 
compared to last years figure of Rs. 5,35,769-9-3, showing an increase 
of Rs. 69,023—4-0. This figure is of course subject to the findings of the 
audit, which will take place later on. As whether we have run at a 
profit or not that will have to be decided on by the auditors, but I do 
not think we need worry much about that. You may be interested to 
know, that during that period we have collected some Rs. 8,315 in 
Sales Tax. 

Looking back the year has been one of uncertainties. The heavy 
import restrictions against goods coming in from U.S.A. is still in force, 
and while we enjoyed a greater freedom of import from the U.K. under 
Open General License and so stocks were accumulated, it had a sudden 
end in May last, when unexpected Government action terminated that 
free flow of goods, and now we have a license for everything. Even now, 
in September of this year, the Government’s Policy has not been made 
plain, and instrctions have not been given as to the getting of licenses, 
and it seems inevitable that there will be a reduction in the imports 
allowed. . . . Unfortunately the present lack of import permits, is tending 
to increase the prices, and encourage black market activities. 

As you may know small quantities of Chloromycin were allowed in 
through Parke Davis and Co. Recently I enquired for some and was 
told they were sold out and further they did not know when any was 
coming, because so far no new permit had been granted for import. I 
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mention these things so you may understand some of the difficulties in 
getting supplies. 

Prohibition is in itself quite a commendable thing, but so far as we 
and the hospitals are concerned it has been a very hard hit, especially in 
Bombay province. I understand that in some of the other provinces 
things are easier, but not such a lot. It is generally felt that they have 
been much too hard on Hospitals, and manufacturers are putting heavy 
pressure on the Government, and the C.M.A.I. and the H.S.A. have 
been pressing also and still are. It is hoped that some adjustments will 
be made, but it will take time and meanwhile we all know what a head- 
ache it is, getting the necessary permits and that applies to both -the 
Hospitals and the H.S.A. 

Transport in the past year, by rail has improved. Delivery is quicker, 
there are less holdups, but there is still room for much improvement. We 
are still restricted to the number of cases we may send in any one day, 
and this slows things up when we have a lot of orders on hand. 

Goods transport is still very poor. There is a train weekly to 
Calcutta, Nagpur, Jubbulpore, but they will not take for intermediate 
stations. There is some booking elsewhere, but very irregular and un- 
certain. So until there is free goods booking, we cannot return to the 
old system of a flat rate of Rs. 3 per maund, anywhere in India. 

Looking forward I do not see why the Agency should not continue 
to make progress, not merely as a business, but also with a view to 
increased usefulness to our Hospitals, for after all the Agency is yours 
and it is up to you to get all you can out of it. Some Hospitals are very 
loyal and buy everything from us, others could do so much better and 
there are some who just seem to buy odd things from us. Anyhow we are 
glad to receive all orders, and I am sure most of you know, that if any- 
thing is at all “gettable’” in Bombay the Agency will obtain it for you. 

The Agency staff is now 24. 

I think this is all that I ought to say for the moment and so I will 
conclude by asking for your continual co-operation, and assuring you 
of ours, for after all, we are part of the C.M.A.I. and consider we have a 
share in helping you all to continue the good fight of bringing healing to 
the millions of this land, all of which we believe has a part in the ex- 
tension of His Kingdom in India. 


H. R. Courprey. 
Manager. 


REPORT OF COMMITTEE ON LABORATORY TRAINING 
Training Institutions 


At the last meeting of the C.M.A.I. an improvement in the position 
with regard to the supply of laboratory technicians from our training 
institutions was hoped for and this hope has been justified. 

Last year a class of 3 was opened by Miss Althouse at Bareilly and 
this year Miss H. C. Gallagher who has returned to Nadiad will open 
a class. Mysore trained two students again and Vellore, Tirupattur 
(Ramnad) and Arogyavaram continued their training. No new training 
institutions were recognized but a few inquiries have been made about the 
possibility of opening new centres. 
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Examinations 
The following students have passed the examination: 








1948 1949 





No. or NuMBER No. or NUMBER 
CANDIDATES Passep | CANDIDATES 





Tirupattur (Raranad) 
Vellore ove 
Mysore ees 
Arogyavaram 

Bareilly 




















* Supplementary examination. * Man trained by Dr. H. S. Thomas. 


In the class 1948-49, the teaching was extended to one year. Also the 
committee agreed to have a classification of distinction in the examination 
for those securing 80 per cent or more. This year one student at 
Tirupattur was given a distinction and a borderline case at Bareilly is 
under correspondence with the committee. 

It may be of interest to state that the marking is as follows: 


2 Written papers—total marks 70 
Oral examination—total marks 30 
Practical examination—total marks 100 


Pass 60 per cent on the whole. 


We are grateful to the examiners specially those who undertook the 
longer distances of travelling for the examinations, namely, Dr. Vaux of 
Ludhjana and Dr. D’Sena of Vellore. 


Teaching Laboratories 


A number of improvements in the teaching centres have been made 
recently. In February Tirupattur (Ramnad) opened an entirely new 
laboratory with several interesting features, The Convener of this committee 
was present and tribute was paid to the C.M.A.I. encouragement of 
laboratory training. 

Vellore in its general expansion has improved its laboratory facilities 
and now has its clinical, biochemical and bacteriological labs. all in the 
hospital and each with its own staff. 

Arogyavaram a year ago opened a new section to its laboratory which 
doubled the accomodation. 

In October Bareilly will open a new section in its laboratory for 
teaching work. A new American technician is also expected there, 


At Mysore Dr. Margaret Pierce has been in charge of teaching this 
year. 
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Laboratory Technicians’ Bulletin 

This little paper is now about the end of its second year. The 
circulation is about 170. This means it is not quite self paying yet be- 
cause we fixed the rate of subscription at Rs. 2 a year to enable technicians 
to be able to afford it. We have recently received two encouragements— 
two weeks ago Dr. Anderson, Medical Superintendent, C.M.S. London, 
asked to subscribe on behalf of C.M.S. for 100 copies each issue, beginning 
if possible from the first issues. He said it was just what he wanted to 
send to C.M.S. hospitals all over the world. This immediately brings 
our circulation to a paying basis and we can even begin to think of 
improvements. 

The second encouragement was from Dr. Forman, Secretary, Christ- 
ian Medical Council for Overseas Work, New York, who wishes to bring 
the Bulletin to the notice of medical missionaries in other parts of the 
world cither by mailing sample copies to 56 member boards or by 
including it in the “Release Service” which is soon expected to have 100 
members in various countries. 

In addition to Mission hospitals, subscribers include the G.1.P. Rail- 
way for its principal medical officers, the Army Command Laboratory, 
Poona, Director-General, Health Services, New Delhi and private doctors 
and technicians. 

The Bulletin has not yet reached the stage when articles are offered 
to it for publication, although some questions sent to me personally have 
been included. Therefore one of its ideals has not yet been reached, 
namely technicians themselves contributing to their own paper. One or 
two people have said it is too advanced, but its aim is to raise the standard 
of our laboratory work, introduce new ideas and in every number an 
attempt is made to include simpler things of interest to the less trained 
workers, and to cover a variety of subjects in lab. work. Most subscribers 
say kind things about it. Suggestions or helpful criticisms would certainly 
be welcome from this C.M.A.I. Conference. 


The Committee 


The Committee appointed at the last biennial meeting met for in- 
formal discussion frequently, generally whenever the Vellore Executive 
Committee met, and so no expense was involved. Last December Drs. 
Gault and H. S. Thomas went on furlough, and in June the C.M.A.I. 
Executive filled the vacancies in the Committee by nominating Dr. Vaux 
of Ludhiana, Dr. Asirvadham of Vellore and Miss Gallagher of Nadiad. 
As laboratory training had been re-opened in the north, it was necessary 
to have some members from the north. 

The new committee met in Nagpur at the end of June. Besides 
routine work such as arranging for the examinations, certain other matters 
were dealt with. The most important was the suggestion that two 
regional committees be formed, one for the north and one for the south, 
so that more frequent meetings could be held if necessary to discuss 
matters of lab. interest. Expenses for these committees would be found 
locally. The central committee would still continue and be the co 
ordinating body with representatives from both committees. The sugges- 
tions for names for the regional committees were as follows: 
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North—Dr. Hilda Smith (Convener). 

Dr. Vaux and heads of recognized training schools or 
deputies. 

South—Rev. R. M. Barton (Convener). 

Dr. Frank Lake and heads of recognized training schools 
or deputies. 
With regard to examinations it was not found possible to choose a time 
which would suit both north and south. Therefore, rather regretably, it 
was decided to have examinations in May in the North and in August 
in the South. 

No supplementary examinations will be held for failed candidates 
but after a refresher course they will be allowed to sit for the next annual 
examination. 

It was decided to redraft the syllabus of training to make it clearer 
and to include minor changes. 

Dr. Asirvadam was asked to propose a scheme for additional training 
in Biochemistry, Bacteriology, Histopathological Technique and Museum 
work, for supplementary courses to be taken by those who have passed 
the basic training. 

R. M. Barton. 


NURSES’ AUXILIARY REPORT 


Since the last biennial conference in Allahabad there has been no 
great change in the work and activities of the Nurses’ Auxiliary. Although 
we have had a large number of new members, our total membership is 
about the same, or perhaps somewhat less, due to many lapses. 


One of the objectives of our Auxiliary is that of promotion of Christ- 
ian fellowship among Christian nurses. In this connection I had hoped 
we could have more local or area conferences, but for the most part this 
has been impossible. There is now a desire for a conference in the Tamil 
area, but due to rationing, hospitality and busy hospital routines I do not 
know whether this can be arranged or not. It is gratifying to report 
that the Hindi area had its twelfth annual consecutive conference last 
January and they are now making plans fer their next meeting. This 
conference is planned on the same pattern as youth meetings in general 
and has developed a fine group of outstanding leaders. 

Another project is that of training nurses. A report of the work 
of the south-India Examining Board was given in the July Nursing News. 
In this connection I would like to draw your attention to the fact that 
the nursing text is again available in English, Telegu and Tamil, as is 
also a new text on Anatomy and Physiology. The Board has recently 
given its permission to the West Punjab government to translate and 
publish the Nursing text in Urdu. 

The mid-India Examining Board has published its nursing-text in 
Hindi. Also just printed is Psychology for Nurses and Professional 
Adjustments also in Hindi. A new book on Obstetrical Nursing is ready 
to be printed. Another project of the mid-India Board is a six months 
post-graduate course in Ward Teaching and Administration, which is 
now in its fifth year. This course is in Hindi amd has been very popular 
and profitable to those who have been able to take it as well as for the 
hospitals to which they have returned. 
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While our two examining boards have been able to publish various 
nursing texts with very little outside financial help, there is a growing 
desire on the part of other areas for books in the regional languages. 
On the other hand there is a feeling that the lower grade training should 
be stopped entirely, so that for the present at least, training will be 
continued in English. 

Although I have not been able to travel as much as I had hoped to do 
I have travelled over 40,000 miles in the past three years, covering points 
as far distant as Ludhiana and Nagercoil, and Bombay and Calcutta. As 
my term of service is more than half completed, I feel that the association 
and its auxiliary should begin to make plans for someone else to take 
over. 

Auice M. Crark. 


SPECIAL NOTICES 
MEMBERSHIP RATES 

As a result of action taken at the Guntur Conference, new member- 
ship rates come into force from January 1st, 1950. In the past member- 
ship rates have been Rs. 6—8 per year except for those drawing less than 
Rs. 100 per month income. This included annual subscription to the 
Journal which was Rupees Five per year. Membership fee therefore could 
be considered as Re. 1-8 per annum. In cases where husband and wife 
were both members a consolidated rate of Rupees eight per year with one 
Journa! was accepted on the basis of two membership fees of Re. 1-8 each 
and one Journal at Rupees Five. 

The Guntur Conference made two changes. All membership fees 
will now be raised from Re. 1-8 to Rs. 2 per year. Thus single member- 
ships will now be Rs. 7 per year instead of Rs. 6—8 inclusive of Journal. 
At the same time the Conference voted to allow any number of members 
at the same address up to a maximum of three to share one Journal 
for the price of that Journal and Rs. 2 each per member. It is hoped that 
this will make it possible for many to join who previously hesitated be- 
cause several Journals were available in their institution and they did not 
wish to go to the expense of paying for another Journal. 

The procedure to be followed where members wish to take advantage 
of this Joint Membership offer is for two or three persons to agree on 
which of them is to receive their common Journal, send in their names 
with Rs. 2 each for membership and Rs.5 for the Journal to be sent 
to the person whom they designate. In case new members wish to join 
with members already receiving the Journal they should send in their 
name and membership fee and give the name of the person with whom 
they are to share the Journal. It seems unnecessary to say that permission 
should first be taken of the person in whose name the Journal comes, and 
that the other one or two members should share with him the cost of 
the Journal. Persons joining for the first time, are expected to send an 
additional two rupees as Entrance Fee. 


HOSPITAL SUNDAY 
The Twelfth of February 1950 is Hospital Sunday when again we 
turn our thoughts, our prayers and our offerings to the Ministry of 
Healing and those who carry on its work. 
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A copy of the Order of Service is included in this number of the 
Journal. You will note that for a second year the object of our gifts is 
the Oliver Fund for scholarships for Christian Medical Students. We are 
glad to report that the fund now stands above Rs. eight thousand. How- 
ever, the income from this is barely sufficient to provide one scholarship. 
Last year the offerings from the Hospitals and Churches on Hospital 
Sunday amounted to about Rs. 3,000 or about eight annas per church 
listed in the Mission Directory. When we realise that one church gave 
nearly Rs. 500 and several others over Rs. 100 we can understand how 
few joined in this co-operative giving toward an object on which the 
future of the Ministry of Healing is directly dependent. If we are to 
have doctors to work in our hospitals we must make it possible for them 
to get an education. 

Copies of the order of service in most of the vernaculars can be 
obtained from your Provincial Council Secretary. Single copies are free. 
Where more than one copy is desired they can be secured as long as the 
supply lasts on payment of Annas two per copy. 


HERE’S TO YOUR HEALTH WORK! 


“Trademark: He’s ‘A Rogue’ 
| in an language.” 


YU 


Rutherford’s Rogue will assist you. Those who attended the Medical 
Conferences at Landour or Guntur need no introduction to this little 
“Jet” man who illustrates the simple facts of health in the seven series 
which Dr. Gladys Rutherford working in collaboration with India Village 
Service has developed. Each series consists of 15 drawings in the form 
of flash cards or of scrolls for the “roller theatre” cach series accompanied 
by one card of explanation in simple English easy of translation into any 
vernacular, 

The series include “Malaria,” “Itch,” “Tuberculosis,” “Flies,” 
“Hookworm,” “Cholera,” and “The Village Well.” The first three series 
of flash cards are now on sale. 

Malaria 

(15 pictures) 
Itch 

(15 pictures) 
Tuberculosis 

(24 pictures) 


In each case postage and package extra. Available from North 
India Book and Tract Society, Allahabad. 

(Note: They are in black and white only. They are greatly im- 
proved if coloured by hand with crayon or water colour.) 

For a large consignment of Jets please apply to Rev. C. Murray 
Rogers. Agricultural Institute, Allahabad. 
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The seven series have also been photographed in film strips for 
sale or rent. For information concerning these write to Dr. D. F. Ebright, 
37, Cantonment Road, Lucknow. 


CORRECTIONS 


In the Proposals for Membership in September and November Journals 
the name of John V. Satyavathy, M.B., B.S., should read Miss Sathyavathy 
V. John, M.B.,B.S. We regret the error. 

On p. 331 of the November Journal in the Secretarial Notes it was 
mentioned that Dr. L. E. Kent of Umri had arrived. Dr. Kent is expected 
in December. 

NOTICES 


THE FOURTH INTERNATIONAL CONGRESS OF NEUROLOGISTS 
AND NEUROSURGEONS, Paris, France 


Dr. Jacos Cuanvy, M.B., M.Sc., F.R.C.S. (C), F.A.C.S., Department, 

of Neurology and Neuro-surgery, Christian Medical College, Vellore, S.I. 

The International Congress of Neurologists and Neurosurgeons was 
organized in 1928 with the co-operation of many eminent neurologists 
and neuro-surgeons throughout the world. All the scientifically advanced 
countries were participating in this Congress, even though it was not 
called forth by any Government. The various neurological societies in 
different countries supported this Congress. These were held once in 
every four years and the previous one was.in 1936. Due to the war, 
it was not possible to have this till this year. ‘The Fourth International 
Congress was held in Paris from 5th to roth September, 1949. 

The Honorary Presidents of the Congress are Sir Charles Sherrington 
(Oxford), Dr. Gordon Holmes (London), Prof. Georges Guillain (Paris) 
and Dr. Andre Thomas (Paris). This year’s President was Prof. J. H. 
Alajouanine and Chief Vice-President: Prof. J. A. Barre (Strasbourg). 
There are nominated Vice-Presidents from each country. Dr. Raymond 
(Paris) was the General Secretary for this last Congress. 

There were 27 countries participating in this Congress this year. 
The Congress was organized exceptionally well with various sessions 
for six days. All the morning and late afternoons were devoted to major 
papers of scientific advances and studies and the early afternoon 
sessions were given to discussions and presentations of various other 
papers. There were also a few other major scientific papers in the late 
afternoons for the whole Congress. The whole programme was divided 
into various main subjects as Encephalography and Myogaphy, The 
Thalamus, Virus diseases of Nervous System, Epilepsy and Surgery of 
Pain. There were several papers of outstanding advances in this branch 
of medicine, particularly on virus diseases, cerebral localization and 
Epilepsy. 

For the first time India had its representation in the Congress 
this year. Dr. Jacob Chandy, M.B., M.Sc., F.A.C.S.,F.R.C.S. (C), 
Professor of Neurology and Neurosurgery, Christian Medical College, 
Vellore, South India, was nominated Vice-President for India to the 
Congress. There were altogether five members from India to this, even 


though four were associate members, two of them being students from 
England. 
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It is essential that we in India, who are vitally interested in Neuro- 
logy, should organize a Neurological Society for the advancement of this 


branch of medicine. 


ESTIMATES REQUIRED 

Plans and Estimates are required for an ideal village house or 
group of houses, which are to be used for teaching purposes: for Village 
Level Workers. A single house should fulfil the requirements for a 
family, say, of 2 adults and 3 children, or when used as hostel, for 
4 adults. 

Requirements: 

1. Materials and dimensions should be as villagey as possible, but 
not so kachha as to need repairing frequently. Size of rooms to be 
based on the cub. ft. of air necessary for sleeping in cold weather when 
all is closed up, and should have ventilators which cannot be blocked. 
Size of verandah and courtyard related to circulation of air in hot 
weather and to accommodation of cattle etc. 

2. Kitchen to have smokeless chula with chimney, for “Cooking 
without tears.” The chimney must not set the thatched roof on fire. 

3. Storage of food: (a) day by day, against flies, rats etc., (6) long 
term: grain, dried vegetables. 

4. Water supply: (@) for drinking (6) dish washing (c) clothes 
washing (d) bathing and drains for all these. 

5. Latrine optimum for Hindu village built on sand, on clay; for 
Muslim village on sand, on clay. r 

6. Drains, latrines and refuse disposal to be in relation to (a) 
Grow more food (4) Abolition of sweepers (cess-pool cleaners) (c) Econo- 
mic use of all by-products. 

7. Protection from: (a) Weather, heat, wind, rain. (6) Thieves. 
(c) Pests, insects, rats, monkeys. 

8. Cattle accommodation. 

A villager living in the house and trying out the details should be 
able to say “That is a good idea. I will do that at home”. 

Any item may be hygienic or convenient or attractive, but if it is not 
practically repeatable it fails. 

Readers are invited to send designs and suggestions. 

It is hoped that comments and discussion will follow in the Journal. 

No prizes are offered! 


Entries should be sent to: Dr. Rutherford, India Village Service 
Kasganj. Etah District, U.P. 
Wanted International Journal of Leprosy. 
Vols. I-III Vols. VIII 
= 1V_ nos 1-3 
Vis, 3 
Leprosy Review Vol. 11 no. 1 (Jan. 1931). 
Leprosy in India Vol. XIII no. 1 (Jan. 1941). 
Leprosy in India Vol. XX no. 1 (Jan. 1948). 
Copies of the above journals are urgently required by: Victoria 
Leprosy Hospital, Dichpalli, Hyderabad, Deccan. 
Please communicate with the Medical Superintendent. 
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POSITIONS VACANT 


Wanted Assistant Christian Doctor for small General Hospital serving 
a large area. Preference given to one experienced in surgery or eye work. 
Furnished, screened quarters provided. Salary according to qualifications 
and experience with annual increments and Provident Fund benefits. 
Apply to Dr. A. R. S. Macdonald, C.B.M: Hospital, Serango via Par- 
lakimedi, Ganjam Dist., Orissa. 


One nurse trained and experienced in midwifery. Salary, Rs. 80-5- 


One compounder, well experienced, or a male nurse preferably with 
qualification or good experience in compounding. Salary, 70-5-100-2- 
125. For male nurse a higher starting salary may be given. 

Dearness allowance of 10°%%, Provident Fund, Free unfurnished 
quarters. Husband and wife preferable. If the nurse is not able to do 
full-time job, can be accepted on part-time work. Please apply to, Dr. 
T. M. Thomas, National General Hospital, Eye Hospital and Maternity 
Home, Khurai Dist., Saugor, C.P. 


Wanted Laboratory Technician (Woman) Apply to Dr. E. M. 
Martin, Mure Memorial Hospital, Nagpur, C.P. 


Wanted doctor either sex, light work, any age, for small Mission 


Hospital on Tea Estate, Nilgiris. Apply Medical Officer, Craigmore 
Hospital, Nilgiris. 


Wanted, for 30 bed hospital and 7 bed out station in rural area an 
experienced Christian doctor, male or female. Salary according to ex- 
perience and qualification. Also wanted male and female trained nurses, 
preferably husband and wife. Applications with copies of testimonials 
to be sent to Dr. M. FitzHugh Johnson, M.B.,F.R.C.S. (Ed.,) C.M.S, 
Hospital Lusadia, Via Modasa, Dist. Ahmedabad. 


Wanted for large T.B. Sanatorium, Central India, a doctor, preferably 
lady, as assistant. Salary according to qualifications. Apply with refer- 
ences to the Secretary, Christian Medical Association, Nelson Square, 
Nagpur 1, C.P. 


Wanted, for 30 bed hospital and 7 bed out station in rural area an 
experienced Christian doctor, male or female. Salary according to ex- 
perience ard qualification. Also wanted male and female trained nurses, 
preferably husband and wife. Applications with copies of testimonials 
to be sent to Dr. M. FitzHugh Johnson M.B., F.R.C.S. (Ed.) C.M.S. 
Hospital Lusadia,: via Modasa, Dist. Ahmedabad. 


Wanted male doctor for Baptist Mission Men’s Hospital, Palwal, 
East Punjab (60 beds). Write to Missionary in charge stating experience, 
qualifications and salary required. 

100—2-125. 


Edited and Published by Dr, Reeve H, Betts, Christian Medical College, Veilore 
Printed in India by Hugh Warren at the Wesiey Press and Publishing House, M ysore 
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The Extension of the Kingdom of Christ in India 
Through the Ministry of Health and Healing 


OBJECTS 

1. By mutual co-operation and encouragement and by the cultivation of a 
fraternal (brotherly) spirit among all Christian nurses in India. s 

2. By efforts to secure the highest efficiency in Christian nursing education 
and work, 

3. By the spread of information concerning the need of nursing work and its 
place as an integral part of the Christian message to India. rate ; 

4. To supply a means of effectual co-operation with the Christian Medica! 
Association in considering matters of interest common to the Christian Medical and 
Nursing professions in India. é : 

5. 1 consider the special work and problems of Christian nurses in India. 


PRAYERS 
Let us Pray that we may help God to use the Nurses’ Auxiliary to extend the 
Kingdom of Christ in India. 
Let us Pray that we and the Doctor (name) and Nurses (names) with whom we 
work shall here today hallow God’s name, seek His Kingdom, do His Will. 
Let us Pray for our Officers that they and we together may do God’s Will. 








OFFICERS 


-» Muss F. E. Grucuy, Hat Piplia, Via Indore, M.B. 

- Pakistan, Miss E, France, Peshawar. 
Mid-India, Ma. Joun Hararson, Mission Hospital, Ratlam. 
Bengal, Miss F, E, Smrvu, Sarenga. 
Bombay, Miss G. E, SLOAN, Poona, 
South India, Miss ALey Matuews, Ranipet. 

- Muss A, M. Crarx, Nelson Square, Nagpur, C.P, 

-» Muss L, Swags, C.M.C, Hospital, Vellore. 

- Dr. P. V. Benjamin, Arogyavaram. 

«» Da, E,W. Wirpenr, Nelson Square, Nagpur, C.P. 

+ Mrs [, Doaasyt, 1 Underhill Lane, Dethi. 


- Miss Mruure Marvin, Mission Hospital, Gauhati 
+ Miss A. Cargo, Duchess of Tech Hospital, Gulzarbagh, Patna. 
+ Mars, Duncan Fraser, Wilson College, Bombay. 

Miss Susuita Sravens, Mission Hospital, Bilaspur. 


++ Muss V, A. Lororen, Rajahmundry, 
+ Mar. A, Josurn, Swedish Mi Hi 
+ Miss Dorzoruy D. 7, Mi 


ad 7 
Muss V, Wituiamson, Catherine Booth Hospital, Nagercoil. 
Muss D, Arxins, Kachhwa, Mirsapur Dist. 





n 1, Tirup t 





+ Muss J. G, DeVaiss, Ranipet, 
Miss M, M, Kaoguuar, Baitalpur. 


- Mr, C. H. Maraews, Clough Memorial Hospital, Ongole. 
Ma, J. DevasadavaM, Swedish Mission Hospital, Tirupatur, Ramnad 


Miss Jesste PuuLcuano, Hat Piplia, Via Indore. 














NAME 
+ Miss Mary Wilson 


7. Miss Dorothy Platt 


Miss Neva Jones 

Miss Doris Bruce 
Miss Hilma Gjerde 
Mrs, Asirvadam Harris 
. Miss Nodil Marak 

Mr, Sagram Kisju 
Miss Zina Kidd 

Miss L. Williams 


. Miss Agnes Larsen 
. Miss Gwiadys Evans 


Miss Anne G. Des- 
soulavy 


- Miss Dorothy Drotz 


. Miss Kethonuo Angami 
Mrs, Bessie Symon 
Miss Mary York 

Miss Maria Madsen 
Miss Rachel Thomas 


Miss Annamma Cherian 


. Miss Ruth Manning 


. Miss J. Elizabeth 
Kenowar 


NEW MEMBERS 


TratninGc ScHOOL 
Royal Hospital for skek 
Children, Glasgow, West 
ern Infirmary, Glasgow. 
Western Suburbs Hospital, 
Sydney Women’s Hospital, 
Sydney. 
Presbyterian Hospital, 
New York. 


Augustana Hospital, Chicago. 


Fairview Hospital, Minnea- 
polis Minnesota, U.S.A. 
Mission Hospital, Rajah- 

mundry. 
Mission Hospital, Gauhati. 


Indian Military Hospital, 
Lucknow. 

Salvation Army Grace Hos- 
pital, Winnipeg, Canada. 
Dufferin Hospital, Calcutta. 

Balrampur Hospital, 
Lucknow, 
Namdal General Hospital. 


Selley Oak Hospital, Birm- 
ingham. 

Ecole d’Infirmieres, Perolle 
Fribourg Materni i 
Charlotte, Maryle 

General Hospital, Tacon 
Washington, Universit y of 
Minnesota, 

Mission Hospital, Gaunati, 


Mission Hospital, Gauhati. 


Prince Henry and Women’s 
Hospital, Sydney. 
Bispebjerg; Copenhagen. 


C.M.C, Hospital, Vellore. 


K.E.M., 
Bombay. 

N.W.M. Nesoite’ Parel, 
Bombay, 

Miamisader Hospital, Birm- 
ingham, 

A.B.M. Hospital, Gauhati, 
Assam, 


Hospital, Parel, 


Present ADDRESS 
Jalna, Deccan. 


Baptist Mission, Mymensingh, 
Pakistan. 

Banskandi P.O., Cachar Dist., 
Assam. 

Banskandi P.O., Cachar Dist, 
Assam. 

Benagaria P.O., Santal Parganas. 

Visrantipuram, Rajahmundry. 

Gauhati, Assam, 

Sevapur Hospital, Dingdinga, 
Goalpara, Assam. 

Vuyyuru, Kistna Dist. 

Ives Court, °2Forsythe Road, 
Luckn 


Ow. 

E.B, Hospital, Ahmednagar. 

Durtland, Amal P.O,, N. Lushai, 
Assam. 

Betgeri. Gadag, B.P. 


Harisinga P.O., Darrang, Assam. 


Civil Hospital, Kohima, Assam. 
Tea Hospital, Rupai, Assam. 
Chandag cit Pithoragarh, 


Almora, U.P. 
Arogyavaram. 


S.S.G. Hospital, Baroda. 


Nowrosjee Wadia Maty Hospi- 
tal, Parel, Bombay. 


C.M.S. Hospital, Pachod, 
Aurangabad, Deccan. 

T.E. Post Office, Amguri, 
Assam. 





REPORT OF THE T.N.A.I. CONFERENCE 


The thirty-cighth annual conference of the Trained Nurses’ 
Association of India was held in Bombay. November 7-12, 1949 at the 
K.E.M. Hospital Nurses’ Home and the Seth G. S. Medical College, 
Main Theatre. His Worship, the Mayor of Bombay, Mr. S. K. Patil, 
in his address of welcome told us something of the city of Bombay and 
of its difficulties. In 26 square miles there is a population of over three 
million. There is an increasing demand for hospital beds, and a tragic 
lack of enough nurses to care for those already in hospitals. ‘The problem 
of adequate accommodation in the city has been one big element in the 
scarcity of nurses, but he felt this situation would improve within the 
next few years. He spoke of the difficulties of holding a conference in this 
city due to strict food rationing, and hoped we would all get enough to 
eat. He reminded us that the question of transportation, also, was a 
difficult one. He congratulated us on the unusually cool and pleasant 
weather which we enjoyed for our meeting. 

The Honorable Dr. M. D. D. Gilder, Health Minister, Government 
of Bombay, opened the conference in place of Her Excellency, Rani 
Maharaj Singh, who was unable to be present. Dr. Gilder spoke of the 
great need for nurses in India, and strongly urged that they be trained 
in the regional languages, especially those who expected to work later 
on in the rural areas. He then declared the conference open, and wished 
for it all success in the achievement of its desired goals. 

The address of the President, Miss Adranvala, and the reports of the 
Secretaries and Treasurer brought new realization of the size and scope 
of activities carried on by our Association, while the reports of the 
Honorary Branch Secretaries, together with seeing the groups from the 
various provinces who stood in response to the roll call gave us a vivid 
picture of the Association as it carries on in the local situation. 

The opening of the Student Nurses’ Exhibition by Dr. S. R. 
Moolgaokar, F.R.C.S., was the main feature of the afternoon’s session. 
The exhibits were well done, and showed the results of careful and 
hard work on the part of the student nurses, as well as much thoughtful 
guidance by their Sister Tutors. The awarding of prizes was accom- 
panied by the almost constant flash of photo flood lights as photographers 
snapped the various winners. The Exhibition, open for three days, was 
widely attended by Bombay School Children, who had been especially 
invited to see it. 

After this session we were entertained at Government House by 
His Excellency the Governor of Bombay and Rani Maharaj Singh. 
Their gracious hospitality will long be remembered by cach delegate 
who attended. 

The highlight of Thursday’s programme was the address by Dame 
Katherine Watt, Chief Nursing Advisor to the Ministry of Health in 
Great Britain, on nursing in Britain today. She said that there have 
been few changes in conditions of nurses and nursing since the 
adoption of the National Health Service Act of 1948. After describing 
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the present official and professional nursing organizations, Dame 
Katherine told about the plans and efforts now being made to recruit 
more nurses and to improve the training of nurses. 

Dr. S. C. Dasgupta, in his talk at the J. J. Hospital received much 
applause for his plea for more recognition by other professional groups 
of the large contribution of nurses and nursing, and for better accommo- 
dations and amenities for nurses, especially married nurses and male 
nurses, who he said should have the same consideration as that given 
to medical officers for privacy and good housing. 

Among the most enjoyable activities of the Conference were the 
visits to the various hospitals and related institutions in Bombay. 
Besides K.E.M., the hostees hospital, we were given the opportunity of 
visiting the J.J. group of hospitals, G.T. Hospital, Haffkine Institute, 
R.P.T.B. Hospital, Veterinary Hospital. The local committee’s efforts 
in arranging these visits, as well as arranging free transportation during 
such a difficult time, demand a rousing vote of thanks. 

On Saturday we heard from Dr. N. S. Vahia, M.D., on “Normal 
Psychology” and from Dr. Miss Jhirad, M.D., on the “Preventive Aspects 
of Maternity Service.” Dr. Jhirad reminded us of the large amount 
of future ill health, even invalidism for the mother, that can be prevented 
by good Maternity work, and discussed some of the many details which 
go to make up a good Maternity Service. 

Besides these stimulating and informative talks, there were a good 
many hours given to business sessions, when we discussed problems 
facing us as a group of trained professional women. How to increase 
membership in the T.N.A.I., making it more representative of all trained 
nurses in India, and thus a more effective instrument for improving 
nursing conditions in this country; problems of recruitment and training 
of nurses; improvement of working and living conditions for nurses; 
Provincial organizations—these and many other problems were discussed. 

No report of the Conference would be complete without mention 
of the excursion on Sunday to Elephanta Caves. As the work of the 
Conference had been completed, there was a real holiday spirit abroad, 
and everyone from student nurses to the Nursing Superintendents of 
Provinces made merry with a right good will. Here is perhaps the 
place to express again the thanks due to the local hostesses, who were 
untiring in their efforts toward the comfort and pleasure of every delegate. 
To all the members of this committee and especially to its chairman, 
Miss P. S. Lakdawala, we are all indebted. Housing, food, transport, 
every detail which made it possible for us to take the fullest part in 
the activities of the Conference, was cared for in a most efficient way 
by our hostesses. The undisputed success of the Conference is in no 
small measure due to their untiring efforts. 

E. P. Oversy. 
Baroda. 
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You will already have read in the November Nursinc News of our 
Annual meeting held in Guntur along with the C.M.A. We had an 
official gathering in Bombay on November 11th, during the T.N.A.I. 
conference. We had 104 members and friends present in our mecting. 
Miss Gruchy, our newly elected President presided, and she gave us a 
very thought-provoking devotional talk on the subject of “burdens”. 

We were highly honoured, and pleased to have Dame Katherine 
Watt of the Ministry of Health, London, with us in our meeting. 

The high point of the hour came when Mrs. P. W. Major, on behalf 
of the Gideons presented those who were present with New Testaments. 
This was a very beautiful edition, with clear print, gilt edge, and white 
leather binding. Many nurses expressed their great delight in having this 
Testament, and many availed themselves of the offer of taking more than 
one to give to their nurse friends when they returned home. (More of 
these can be secured by writing to Mrs. Major, Amalner, East Khandesh). 

The rest of the time was taken in presenting a review of the work 
done during the past year and in going over the important minutes of 
the Guntur conference. 

We extend a warm welcome to the many new members who have 
joined our Auxiliary, and wish for them God's richest blessing in their 
chosen piece of work. 


EDITORIAL 


Another new year has begun. As we pause to look back over the 
past year we can see much in the way of accomplishments and failures, 
joys and sorrows, pleasures and hardships. These experiences have helped 
to make our lives more worth while. 

It is not enough to look back. Let us look ahead to the year of 
opportunities that lies before us. We know not what it holds in store but 
each experience should equip us for more efficient service to mankind, to 
whom we are ministering. Yet not to mankind alone do we minister 
but also to Him whose birth we celebrated so recently. While the joys 
and true meaning of Christmas are still fresh in our minds and hearts 
let us rededicate ourselves to Him and His service. May we ever strive 
toward greater achievement of our aim, “The extension of the Kingdom 
of Christ in India through the ministry of Health and Healing.” 








QUIET-OUR MEDITATION 


OBEDIENCE 


(Continuation of devotional topics taken from the booklet 
Discipline and Discovery by Rev. Atsext Epwarp Day and published 
by the Upper Room Press. It is here printed in part, by special 
permission of The Upper Room, Nashville, Tennessee, U.S.A.). 


“True and perfect obedience is a virtue above all virtues.” 

That affirmation by Meister Eckhart would be approved by saints 
of all ages. No virtue can surpass it in its ministry to the life with 
God. It is the condition of all other virtues. No one who is disobedient 
can be pure or truthful or just or generous. Every one, who has learned 
to obey, is for that reason the more certain to acquire all the other qualities 
which fit the soul for companionship with God. 

The significance of obedience is not merely that it makes for social 
order, nor that it brings us into line with God’s perfect will. It is a 
vigotous blow against one of the tyrants that monopolize consciousness. 

Obedience means asserit to another’s right to command, and specific 
consent to that command. Such assent and consent smite the ego, hip 
and thigh. One of the most constant characteristics of the ego is its desire 
to “run the show.” It insists on being boss. “No one is going to tell 
me what to do,” is its most common utterance. It resents restrictions of 
any kind. “No smoking allowed,” is only an inspiration to smoke. “No 
parking here,” is a challenge to park right there and nowhere else. It 
refuses to be “told.” Its perpectual and persistent demand is for the right 
of self-expression and self-determination. 

If you want to discover how strong your own ego is, ask yourself 
whom you ever obey. Whom? Certainly not the church! If you keep 
its rules, it is not because these rules are its rules but because they happen 
to coincide with your desires. The church to which I belong has a signi- 
ficant body of General Rules. Few of them are honoured by consistent 
obedience. Many of them are just ignored. Some are laughed to scorn. 

Do you obey God even? I mean, actually, without rationalizing 
away the real meaning of his commands. He says “speak not evil one 
of another.” Do you refrain? Or under the pretext of ferreting out 
wrong, do you let your tongue dwell on a morsel of gossip? He says, 
“First take the log out of your own eyes then you will see clearly to 
remove the splinter from your brothers’s eyes.” Have you ever really 
touched the log, or do you always pick away at the splinter under the 
guise of being helpful? He says, “Love your enemies.” Do you-—or 
do you merely let them alone? Quite a difference there! 

Obedience is not our habit because: the ego is on the throne and 
refuses to vacate. Every act of obedience is a blow at this usurper. Con- 
tinuous efforts at obedience gradually undermine his tyranny. Perfect 
obedience would mean that the tyrant is dead. 

Obedience is both an art and an ever new adventure. By practice it 
becomes easier. Yet every new situation makes new demands which can 
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be met only by creative consecration. Yesterday's obedience is never quite 
adequate for today. But yesterday’s obedience makes today’s more likely. 

Nor need we ever fear that the wise practice of obedience will make 
“goose-steppers” of us. Rather does it make the real self more truly master. 
For when the usurping ego is manacled and finally banished, then the 
real self, made in the image of God, is able to act like a son of God. 
One becomes a true person when, recognizing God as Lord, he finds 
in that lordship both his own freedom and fulfilment. 

The Practice of Obedience 

If the practice is to achieve the results we are secking—namely, the 
ending of the ego’s tyranny—then it must involve obedience at the points 
where the ego is most insistent upon its ov'n way. All obedience to right 
ful commands is helpful. But one might easily spend his time obeying 
the lesser, and totally neglect the more important ones. So often we 

“Compound for sins we are inclined to 
By leaving those we have no mind to.” 

As long as we leave unchallenged the ego at the place of its strongest 
desires, it matters little what we do about its slight preferences and lesser 
inclinations, 

Each one of us, therefore, must deal frankly and ruthlessly with 
his own ego. What may be a difficult veto for someone else may be 
an easy one for you. Where another finds it easy to say, “No,” you may 
have your greatest difficulty. We are going to offer now some suggested 
acts of obedience. Necessarily they will be only a few of the more 
general ones. Specific acts, which the condition of your ego may demand, 
will have to be discovered by yourself. 

Do not fail to make that discovery. The clue to it is in your own 
affinities and revulsions. Not in your opinions, for they may be the 
rationaljzation of your desires. But in your impulses and yearnings and 
aversions. Wherever strong feelings are involved, there is the place to 
begin on your ego. Wherever a command from God or other rightful 
authority arouses an inner rebellion, then is the time for you to make 
certain that you do not rebel but obey! Unless you do, you are giving 
the tyrant a longer lease at the very point where his hold is strongest. 
Remember, always, where the emotion is deepest, there is the ego the 
most certainly in command. 

Do not, therefore, turn away from any of the practices here suggested 
simply because they upset you. You need to be upset. Only so can the 
throne be emptied of its present occupant and the rightful ruler crowned. 

On the other hand. do not scorn any of the suggested practices 
because they arouse no storm and create no sense of difficulty. Remember 
always that obedience to any lawful authority is good. It can do you 
no harm. It will certainly aid you in ridding consciousness of one of 
the tyrants which distract consciousness from its discovery of God and 
its transforming fellowship with him. 
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Introducing an Ideal Haematinic Tonic 
SIOTRAT LIQUID 


Contains 
Whole Liver Extract, Iron, Vit. B. Complex and Cobalt. 


Composition 

Each fluid ounce of Siotrat Liquid contains: Liver Extract, equivalent 
to 120 gm of fresh liver, Ferri et Ammon Citras—10 grs. Thiamin Hydro- 
chloride—12 mgm. Riboflavin—12 mgm. Niacinamide—30 mgm ; Calcium 
Pantothenate—6 mgm. Pyridoxine Hydrochloride—1-5 mgm. Cobalt 
Sulphate—24 mgm, in a palatable base. It contains no alcohol. 


4 oz. bottle ... ren ics a 
SIOCIN 


Vitamin C: L—Aseorbie Acid 
100 mg. in 2 c.c. ampoules 
2 Clo X © e¥0 i i 2 ee 
2 cc. X ZS ... poe es 1212 0 
2 c.c. X 50 ... ons eee 2468 «0 


For economical treatment 


ALBERT DAVID LIMITED 


15, Chittaranjan Avenue, CALCUTTA 13 
Branches: BOMBAY MADRAS NAGPUR DELHI 














Mission Institutions only Write for Price List 
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WE MANUFACTURE SPECIALLY REFINED HYDNOCARPUS WIGHTIANA 
(FATTY ACIDS FREE AND NON-IRRITANT) 

ETHYL HYDNOCARPATES (ESTERS) 

(BY COLD PROCESS) AND COMBINATIONS WITH 
THYMOL, CREOSOTE, IODINE, CAMPHOR 
ETC. ETC. FOR 
INJECTIONS IN THE TREATMENT OF 
LEPROSY 
SUPPLIERS TO LEPER HOMES, ASYLUMS, CLINICS MAHAROG! SEVA MANDAL 
AND GOVERNMENTS 


B. M. JOSEPH & CO., LABORATORIES 
XX/70, Peramaner, ERNAKULAM (S, India) 














BROOKLANDS MISSIONARY HOME 
COONOOR NILGIRI HILLS 
Host and Hostess: Mr. and Mrs. R. H. Bissecy 


There are still vacancies for April and June 1950, but no vacancies for May 
aes It is regretted that the rates will be increased with effect from 1 January 1950 
as follows : 


Single Room: ARs. 6 per day. 
Double Room: Rs. 5-8 per person per day. 


Write to: The Superintendent 





XViii 














ae 


TEXT BOOKS IN ROMAN URDU 


A simple text book is available covering a course of training for Dispensers 
C . and theoretical Materia 


. Elementary Hygiene By Buaria and Suri. Rs. 3-8, plus postage. 
. Text Book for Midwives By Comyns Berxezy. Rs. 5-8, plus postage. 
gap Obtainable V.P.P. from Miss R. M. Young, S. Stephen’s Hospital, Dethi. 





Materia Medica (in English). By Miss Carrer. 
WF Odtainable V.P.P. from the Punjab Religious Book Society, Lahore. 
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e KAHN ANTIGEN e 


in 10 c.c. phials 
Supplied at Rs. 10 a phial 





Please apply to 
THE CHIEF MEDICAL OFFICER 
Swedish Mission Hospital 
TIRUPATTUR =: RAMNAD DISTRICT : S. INDIA 











Hepanemin 


Brand of 
LIVER PREPARATIONS 


HEPANEMIN FORTE HEPANEMIN COMPOUND 


Clinically tested, proteolised extract for The palatable liver preparation for 
injections, with an addition of Vitamin oral use with iron, copper, glycerophos- 
B, and Nicotinic Acid. phates and vitamins. 


2 cc are equivalent to 500 Gr. of fresh A valuable supplement to injection 
liver given by mouth. therapy in Macrocytic Anaemia and a 
tonic in convalescence. 
Indications : 
Pernicious Anaemia, Nutritional Anaemias, Sprue, Macrocytic Anaemia of 
Pregnancy, Megalocytic Anaemias with neurological complications. 
Boxes of 6, 25 and 100 Ampoules of 2 cc and 10 cc Vials. Bottles of 6 ozs, 
for oral use 


Literature on request from Sole Distributors : 
VYAS BROTHERS LIMITED 


PRINCESS STREET, BOMBAY, 2 
SILTEN LTD., SLTEN HOUSE, HATFIELD, HERTS, ENGLAND 


Memufactured 6, 








HOSPITAL 
AND 
DISPENSARY RECORDS 








‘Temperature Charts: Daily and Four-hourly 
Order Sheets : Laboratory Records 
Case Records $3 Operation Records 
Blood Sugar Tolerance Test Records 

Carbon Duplicate Hospital Account Book 


Dispensary Records 











THE WESLEY PRESS & PUBLISHING HOUSE 
MYSORE CITY 
AND 
THE C.M.A.I. HOSPITAL SUPPLY AGENCY 
DHAPLA BUILDING, GOVERNMENT GATE ROAD, BOMBAY 12 

















Geena 


Telegrams: “ SUCCOUR” 


Let us have your enquiries for 


«+ DRUGS 


CHEMICALS 
LABORATORY APPARATUS 
DRESSINGS 
INSTRUMENTS 


We can supply at reasonable prices 


‘THE C.M.A. 
HOSPITAL SUPPLY AGENCY 


DHAPLA BUILDING, GOVERNMENT GATE ROAD 
BOMBAY 12 

















The new antibiotic 


‘Chloromycetin’ 


(Chloramphenicol — Parke, Divis) 


Originally isolated from Streptomycin venezuelae 
and now synthesised in the Parke, Davis laboratories, 
this remarkable antibiotic has been found effective in 
an impressive range of infections including: 


Typhoid 

Typhus 

Scrub typhus 

Undulant fever 

Bacillary urinary infections 
Primary atypical pneumonia 
Whooping cough 


FOR ORAL ADMINISTRATION 
Issued in bottles of 12 Kapseals each containing 0:25 gm. 


PARKE, DAVIS & Co., 
P.O. Box 88, Bombay 1 





